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Abstract 
This project examines the medical management of pain and injury in British Olympic 
sport. By drawing upon the perspectives of health-care providers, it explores key 
developments such as the professionalisation, formalisation and bureaucratisation of 
sports medicine and the consequences of such developments on doctors’ and 
physiotherapists’ working practices, relationships with each other and on athlete care. 
A questionnaire about the backgrounds (e.g. the qualifications, experience and 
methods of recruitment and appointment) was sent to members of the British Olympic 
Association’s Medical Committee and Physiotherapy Forum in November 2007 and 
in-depth, semi-structured interviews were conducted with 14 doctors and 14 
physiotherapists between January and June 2008. Data indicate that attempts to 
professionalise sports medicine into a medical speciality have created fragmentation 
and resistance among the various groups involved in athlete care at this level. Whilst 
clinicians were committed by multi-disciplinary practice overall, data reveal 
qualitative differences between practitioners who have established themselves within 
bureaucratic organisations such as the English Institute of Sport (EIS) compared to 
those who provide largely voluntary medical services via National Governing Bodies 
of Sport (NGBs). Thus, practitioners in positions of managerial authority were 
constrained to negotiate the underlying amateur values of numerous sports medicine 
staff at the same time as striving for a professional ethos. Processes of 
professionalisation have also impacted upon the inter-professional relations between 
doctors and physiotherapists and the social organisation of athlete-care. As a 
consequence of their work setting, clinicians were constrained to adhere to the 
performance-motivated demands of their athlete and coach clients over longer-term 
health concerns. Because of their greater orientation towards performance, 
physiotherapists were able to effectively "compete" with doctors in a number of 
practice contexts and so claim considerable professional autonomy. This project adds 
to the existing body of knowledge on the medical practices of sports medicine 
clinicians in elite level sport and demonstrates the heterogeneity within this area of 
practice. Furthermore, the thesis highlights the importance of understanding clinicians 
working practices as a consequence of their particular work setting.  
Key words: sports medicine, Olympics, professionalisation, figurational sociology, 
inter-professional relations, health, elite performance  
 ii
Acknowledgements 
 
This thesis would not have been completed if it had not been for the support of several 
colleagues and friends. Thanks to all of you who have played a part in my academic 
life, however big or small, and apologies to those not mentioned by name. 
 
Whilst it is usual to provide a nod of gratitude to a PhD supervisor on completion, let 
me offer much more than that. Dom, I consider myself incredibly lucky to have had 
your guidance over the last three years. Not only have you developed my 
"sociological craft", you have managed to make the PhD journey far more enjoyable 
than I ever would have imagined. Thanks for your incredible management skills, your 
continued faith in me and for being one of the most genuine people I know. 
 
I would also like to extend my thanks to Professor Alan Bairner for his 
encouragement and much enjoyed chats and to Dr Parissa Safai, Dr Katie Liston, Dr 
Elizabeth Pike, Professor Joe Maguire, Dr Michael Atkinson and Dr David Howe for 
their much appreciated advice. 
 
To all of my friends at Loughborough for keeping me going when times were tough 
but a special thanks to Laura Ward, Laura De Pian, Ruth, Marie, Darren, Lara, 
Nashtara, Jen, Young Hwi and Ji Hyun for giving me such a great time at 
Loughborough. I will always treasure your friendships. Much love and thanks also go 
to the "Chester crew" Carrie, Gareth, Nat, Ruth, Zoe, Humpage, Louisa, Chrissie, 
Olly and Nath for checking in on me, pushing me along and for keeping my academic 
 iii
life so much more exciting with news of work promotions, engagements, house 
buying, weddings and babies!  
 
To my most recent office mates Alex and Chris for making one of the hardest periods 
of PhD life one of the most enjoyable and fun-filled. Thanks for the white-board, 
"funky Fridays" and for bringing laughter to the office.  
 
Warmest thanks go to my family whom I have seen so little of throughout this project 
but who continue to support me in numerous ways. Thanks to my dad for taking the 
time to read and comment on endless drafts and to mam and Nicola, for listening to 
presentations and my endless moaning! I owe you all a holiday. 
 
With specific reference to the empirical dimension of this thesis, sincerest thanks to 
the doctors and physiotherapists for their valuable time and for allowing me to delve 
into their busy professional lives. It has been a privilege to witness your dedication to 
sporting health-care. 
 
Last, but by no means least, to Gav, for living through this with me and for your 
selflessness. I couldn’t have got through this without you. 
 
 
 
 
 
 
 iv
Contents 
 
Chapter - 1.  Introduction ....................................................................................... 7 
1.1.  Rationale for the current study ............................................................................. 9 
1.2.  Thesis structure .................................................................................................... 10 
Chapter - 2.  Risk, pain and injury and the practices of sports medicine 
clinicians 15 
2.1.  Introduction .......................................................................................................... 15 
2.2.  The culture of risk, normalisation and socialisation of pain and injury ......... 16 
2.3.  Sporting organisations and the "culture of risk": Nixon’s contribution to pain 
and injury research ........................................................................................................... 21 
2.4.  The gendered sporting identity: Masculinity, pain and injury ........................ 22 
2.5.  The sociology of risk, pain and injury: A UK analysis ..................................... 25 
2.5.1.  The beginnings of a figurational approach to pain and injury ........................................ 26 
2.5.2.  Professional team sports ................................................................................................. 30 
2.5.3.  Amateur and student sport .............................................................................................. 32 
2.6.  Conclusion ............................................................................................................ 34 
2.7.  Sports medicine clinicians and the risk/pain/injury nexus ............................... 36 
2.8.  Summary ............................................................................................................... 52 
Chapter - 3.  The Sociology of the Medical Profession ....................................... 54 
3.1.  Introduction .......................................................................................................... 54 
3.2.  Early accounts of medical dominance: A functionalist analysis ...................... 56 
3.2.1.  The "sick-role" and the "functions" of doctor-patient interaction ................................... 58 
3.2.2.  A critical review of the functionalist approach to professions ........................................ 61 
3.3.  Marxism and the medical profession .................................................................. 64 
3.3.1.  The Development of the Medical Profession .................................................................. 65 
3.3.2.  Macro-sociological processes and economic reductionism ............................................ 68 
3.4.  Feminism ............................................................................................................... 70 
3.4.1.  Women’s exclusion: The early influences ...................................................................... 72 
3.4.2.  Medical time ................................................................................................................... 74 
3.4.3.  Women’s work in medicine: The case of nursing ........................................................... 75 
3.5.  Interactionism ...................................................................................................... 78 
3.5.1.  Models of medical interaction ........................................................................................ 79 
3.5.2.  Power in the everyday work setting ................................................................................ 83 
3.6.  The decline of medical dominance ...................................................................... 84 
3.6.1.  Boundary encroachment and negotiation: The growth of paramedical autonomy ......... 85 
3.7.  Experts, lay-men and claims over medical knowledge ..................................... 93 
3.8.  Summary ............................................................................................................... 98 
Chapter - 4.  Towards a more adequate approach of the professions: Some 
figurational remarks ................................................................................................. 100 
4.1.  Introduction ........................................................................................................ 100 
4.2.  The grounding concepts of figurational sociology ........................................... 100 
 v
4.3.  The development of a medical market ............................................................. 102 
4.4.  Networks of interdependency, power balances and the claim to knowledge 106 
4.5.  Limitations of current figurational literature ................................................. 111 
4.6.  Summary ............................................................................................................. 112 
Chapter - 5.  Methods ......................................................................................... 113 
5.1.  Introduction ........................................................................................................ 113 
5.2.  Epistemology and ontology in social research ................................................. 114 
5.3.  Quantitative and qualitative approaches ......................................................... 116 
5.4.  Beyond philosophy: A figurational perspective on methods .......................... 120 
5.5.  Elias and long-term developments .................................................................... 122 
5.6.  Involvement and detachment ............................................................................ 125 
5.7.  Research design, sampling and data analysis .................................................. 131 
5.8.  Self-report questionnaires ................................................................................. 134 
5.9.  Semi-structured interviews ............................................................................... 136 
5.10.  "The girl from university" and the "medical elite": Reflections on the impact 
of professional roles on interview rapport .................................................................... 143 
5.11.  Summary ............................................................................................................. 148 
Chapter - 6.  The working practices of members of the British Olympic 
Association Medical Committee and Physiotherapy Forum ................................... 149 
6.1.  Introduction ........................................................................................................ 149 
6.2.  Olympic physiotherapists: Methods of appointment, qualifications, experience 
and training ..................................................................................................................... 150 
6.2.1.  Olympic physiotherapists: Motivations, duties and routines ........................................ 152 
6.3.  Olympic doctors: Methods of appointment, qualifications, experience and 
training ............................................................................................................................. 155 
6.3.1.  Olympic doctors: Motivations, duties and routines ...................................................... 157 
6.4.  Discussion ............................................................................................................ 159 
6.4.1.  The working practices of Olympic doctors and physiotherapists ................................. 159 
6.4.2.  EIS and non-EIS doctors and physiotherapists ............................................................. 161 
6.4.3.  BOA and non-BOA doctors and physiotherapists ........................................................ 162 
6.5.  Summary ............................................................................................................. 163 
Chapter - 7.  The professionalisation of sport and exercise medicine: The 
organisation of medical services in British Olympic sport ...................................... 165 
7.1.  Introduction ........................................................................................................ 165 
7.2.  The current state of sports medicine ................................................................ 168 
7.2.1.  The "profession" of sports medicine ............................................................................. 168 
7.2.2.  The introduction of formal qualifications ..................................................................... 172 
7.2.3.  The establishment of sports medicine institutions ........................................................ 181 
7.3.  The intended and unintended consequences of organisational change: 
Reflections on interdependence ..................................................................................... 189 
7.4.  Post script: The British Olympic Association’s medical committee and 
physiotherapy forum ....................................................................................................... 192 
7.4.1.  Operational shifts: The background of the medical and physiotherapy committees..... 192 
 vi
7.4.2.  Professional identity ..................................................................................................... 195 
7.4.3.  The changing face of a speciality ................................................................................. 197 
7.5.  Summary ............................................................................................................. 201 
Chapter - 8.  Health versus Performance .......................................................... 203 
8.1.  Introduction ........................................................................................................ 203 
8.2.  Athlete pressure: Time and winning ................................................................ 205 
8.3.  Supply and demand: The consumerist model of sports medicine ................. 211 
8.3.1.  Second opinions ............................................................................................................ 214 
8.4.  External pressures: Coaches and funding ....................................................... 218 
8.5.  Decision making, informed choice and the impact on clinician autonomy ... 222 
8.6.  Doctors’ and physiotherapists’ views on performance versus health ........... 226 
8.7.  Summary ............................................................................................................. 234 
Chapter - 9.  Clinician/Clinician Relations ....................................................... 236 
9.1.  Introduction ........................................................................................................ 236 
9.2.  Inter-professional relations ............................................................................... 239 
9.3.  Blurred professional boundaries ...................................................................... 250 
9.4.  A focus on performance ..................................................................................... 259 
9.4.1.  "Prehabilitation" – working through injuries ................................................................ 261 
9.4.2.  Holistic care and establishing trust ............................................................................... 264 
9.5.  Summary ............................................................................................................. 269 
Chapter - 10.  Conclusion ..................................................................................... 271 
10.1.  Introduction ........................................................................................................ 271 
10.2.  Summary of findings .......................................................................................... 271 
10.3.  Literature review round-up .............................................................................. 277 
10.4.  Theoretical considerations ................................................................................ 280 
10.5.  Methodological considerations .......................................................................... 283 
10.6.  Extending the research ...................................................................................... 286 
10.7.  Final thoughts and contributions to knowledge .............................................. 288 
References 290 
Appendix One 312 
Appendix Two 323 
Appendix Three 325 
Appendix Four 351 
 
 7
 
Chapter - 1. Introduction 
 
In the April 2009 Heineken Cup quarter-final between Harlequins and Leinster, 
Harlequins winger Tom Williams used a fake blood capsule to feign a mouth injury in 
order to be substituted from play and allow a specialist kicker to attempt to alter their 
trailing score of 6-5. Whilst this attempt at performance enhancement is the first 
episode of its kind to be reported in the media and we therefore cannot ascertain its 
level of usage, various methods of performance enhancement in professional sport 
have been well documented and have largely been described as a consequence of a 
contemporary "win at all costs" sporting mentality (see Hoberman’s 1992, 2005 and 
Waddington’s 1996, 2000 work on the use of performance enhancing drugs in sport). 
What makes this particular episode interesting and distinct, however, is the alleged 
involvement of Harlequins’ medical staff (in this case a doctor and physiotherapist) in 
this event. 
 
Wendy Chapman, the match day doctor and an emergency consultant at Maidstone 
Hospital allegedly cut Williams’ lip after his request in an attempt to cover up the 
fake injury and avoid being charged with deception. The General Medical Council has 
since suspended Chapman from her duties and are pursuing an inquiry into her fitness 
to practice medicine. Steph Brennan, the Harlequins and England physiotherapist, has 
received a two year ban for his role in the injury deception and four other events have 
since been raised implicating Brennan, along with the director of rugby at Harlequins 
Dean Richards, in a more systematic use of faking blood injuries. 
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Whilst this event demonstrates the growing prominence of sports medicine staff in 
professional sport per se, it also highlights a number of questions about the practices 
and relative obligations of sports medicine clinicians to their patients and employers 
as well as the relative roles of doctors and physiotherapists in sports contexts. For 
example, the deliberate infliction of an injury by a doctor would be considered in the 
majority of medical contexts as a case of medical malpractice and raise concerns 
about the quality of health-care provided. By the same token, the involvement of a 
physiotherapist in the so-called cajoling of a player or players to cheat in order to 
facilitate performance raises questions about their relative commitment to the 
safeguarding of athletes’ health – assumed to be the primary role of any medical 
representative. However, taking into consideration the context in which these 
individuals practice, their commitment toward performance is synonymous with the 
broader interests and demands of the rugby club as their work setting and their 
employers. This case also offers an insight into the relative roles of sports medicine 
clinicians in particular medical contexts given the supposed greater involvement of 
Brennan over Chapman (who was not thought to be involved in the initial blood 
capsule plot). Questions about the working practices and relative roles of sports 
medicine clinicians in British Olympic sport will be considered in the current study. 
In sum, perhaps key to this recent scenario is the inadequacy of understanding the 
roles of sports medicine clinicians as solely adhering to a Hippocratic Oath. Rather, it 
emphasises the importance of understanding clinicians’ work as a consequence of 
their particular work setting.  
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1.1. Rationale for the current study 
 
This study seeks to address the dearth of sociological literature on those individuals at 
"the front lines of the sport injury/pain complex" (Safai, 2003: 128). In terms of 
understanding clinicians’ work sociologically, it is important to consider their work 
within their context of practice and, as part of this, the relationships they establish 
with their medical peers, athlete-clients and employers.   
 
The current study also responds to more recent developments in UK sports medicine 
that sociologists are yet to investigate. Earlier sports medicine research projects in the 
UK have been largely concerned with team sports and thus, the current study 
generates knowledge from a different context of practice – Olympic sport. Moreover, 
much of this research has argued that athletes are provided with substandard care as a 
result of sports medicine practitioners being mostly poorly qualified in sports specific 
care, lacking relevant work experience in other sports settings and motivated by 
fandom rather than professional concerns (see Waddington et al. 2000; Waddington, 
2002; Malcolm, 2006a). Whilst it is not the intention of the current project to assess 
the work of sports medicine personnel in UK Olympic sports, it seeks to address the 
extent to which recent attempts to professionalise sports medicine in the UK has 
altered the status of sports medicine as an allied medical profession, impacted upon 
service delivery and changed the nature of relationships among sports medicine 
clinicians and athletes. It also further highlights how the context of practice in which 
clinicians work constrains their medical decisions. The concept of professionalisation 
is understood in three principal ways and largely reflects the ways in which clinicians’ 
attempts to develop sports medicine into a speciality area of practice has altered their 
working practices and social relations. First, professionalisation draws attention to 
clinicians’ attempts to establish an organisational framework which emulates the 
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traits traditionally associated with professions and thus a particular public image. This 
included the introduction of formal entry qualifications and the emergence of 
regulatory bodies. Second, professionalisation encompasses issues of practitioner 
identity and, in particular, the intrinsic feelings practitioners enjoyed when others 
considered them to have suitable expertise and their occupation to have an element of 
coherence and standardisation. Third, professionalisation involves the capability of 
practitioners to control their working practices. This also concerns the status 
practitioners enjoyed relative to others in their work setting (e.g. doctors, 
physiotherapists, athletes and coaches) as well their professional statuses relative to 
those within their broader professions. 
 
1.2. Thesis structure 
 
In Chapter Two I outline the central sociological literature on risk, pain and injury 
conducted by sociologists in North America and the UK and how this has informed 
and shaped current sociological analyses of sports medicine practice. It considers how 
athletes’ self perceptions, gendered identities and subcultural norms and constraints 
are particularly important in contouring the injury-related behaviours of athletes and 
how this knowledge has driven some sociologists to examine the involvement of 
sports medicine clinicians in athletes’ pain and injury management. 
 
Chapter Three explores the central theoretical literature on medical professions and, 
in particular, how various theoretical approaches describe the power of the medical 
profession and the nature of interactions between doctors and patients. Much of the 
earlier literature on professions has considered the role of doctors rather than 
clinicians per se – a reflection of the power of doctors in the development of more 
formal medical monopolies. To address the limited sociological work on paramedical 
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groups such as physiotherapists, the chapter also explores more recent literature that 
has discussed the fragmentation of medicine into increasingly specialist groups and 
the resulting boundary engagement. By critiquing the central theoretical approaches to 
the professions, the chapter also seeks to highlight the figurational framework that has 
been employed to organise and interpret the research data.  
 
A more in-depth discussion of the central theoretical concepts employed in the current 
study is provided in Chapter Four and thus considers how these sensitising concepts 
benefit our understanding of the networks of interdependence in which sports 
medicine clinicians are enmeshed and the particular social relations that they 
experience.  
 
Chapter Five provides an outline of, and a justification for, the data collection 
methods employed in the current study. It outlines the philosophical assumptions 
underpinning both quantitative and qualitative social research paradigms. This chapter 
also provides a justification for the use of questionnaires and semi-structured 
interviews from a figurational perspective and offers an account of how the research 
was carried out. Finally, the chapter offers a reflective commentary on the problems 
that arose during data collection, how I understood and dealt with the notion of 
"researching up" and issues surrounding involvement and detachment (Elias, 1987). 
 
One of the central concerns of this study was to seek a clearer understanding of who 
sports medicine clinicians are, what they do, and how their particular work settings 
affect their medical practices. In particular, it focussed on the ways in which pain and 
injury were managed as a result of the social relationships clinicians had with their 
medical peers, athletes and coaches as well as their association with the broader 
professions of medicine and physiotherapy and governmental agencies such as the 
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Department of Health. Thus, lying at the heart of this study are the ways in which 
clinicians deal with various forms of social interdependence both at the level of 
agency and structure, resulting from both face-to-face interactions as well as within 
and between their broader professions. With these questions in mind, discussions of 
the empirical data begin in Chapter Six. In this chapter, I draw attention to the 
principal findings from the questionnaire completed by doctors and physiotherapists 
on the British Olympic Medical Committee and Physiotherapy Forum respectively. 
For the most part, the discussion focuses on the working practices of doctors and 
physiotherapists working in British Olympic sport as well as their motivations and 
typical duties. I consider in particular the differences between practitioners employed 
by the English Institute of Sport (EIS) and those employed in various National 
Governing Bodies (NGBs) of sport. I also highlight how clinicians’ typical routines 
and involvement in sports medicine are partly dependent on their form of 
employment, a theme which is further developed in the remaining empirical chapters. 
 
Discussions in Chapter Seven are broadly concerned with the recent organisational 
developments of sports medicine in the UK, and particularly since its recognition as a 
specialised area of practice since February 2005. Whilst the chapter marks out the 
current state of sports medicine in Britain, its primary aim is to examine the reactions 
of clinicians to changes that have resulted from sports medicine’s 
"professionalisation". In particular, the chapter highlights how the current 
organisational make-up of sports medicine in the UK has impacted upon the practices 
of, and relationships between, sports medicine practitioners. The chapter also provides 
a case study of the complexities of professionalisation in the form of the British 
Olympic Association’s Medical Committee and Physiotherapy Forum. 
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Drawing upon sociological critiques of the negotiations between health and 
performance among sports medicine personnel and athletes, Chapter Eight examines 
some of the pressures that emerge from a context in which performance is a defining 
feature and how constraints to conform to context-specific demands impact upon 
clinician autonomy. I also consider some important differences between doctors and 
physiotherapists’ commitments to performance and health by exploring how 
membership of their broader professions both enables and constrains their practices in 
sport. 
 
The final empirical discussion in Chapter Nine centres on the social relations 
between doctors and physiotherapists – a theme that has only recently been examined 
in the sociology of sport (Malcolm, 2006b; Theberge, 2009a, 2009b). Drawing upon 
research in sports medicine and broader health-care contexts, I examine in more depth 
the typical working practices of Olympic sports clinicians, their rationales for creating 
a multi-disciplinary team organisation and the blurring of conventional professional 
boundaries that have ensued as a result of this. Finally, I highlight the justifications 
for physiotherapists’ extended professional autonomy in UK Olympic sport and how 
this has affected their social relations with doctors and athletes.  
 
In summary, the purpose of this study is to further contribute to the emerging 
literature on the clinical practice of sports medicine. The study examines a new 
practicing context, Olympic sports in the United Kingdom, and thus contributes 
additional knowledge to the existing body of sociological work in this area. More 
specifically, it considers how recent attempts to professionalise British sports 
medicine in terms of its organisation of medical services, its ability to establish a 
coherent professional identity and its capability for controlling its working practices 
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have impacted upon doctors’ and physiotherapists’ working routines, relationships 
with each other and on athlete care. Moreover, the study offers further knowledge on 
the organisation of medicine per se. For example, in a similar way to the organisation 
of medical staff in Intensive Care Units, surgical wards and other medical contexts 
(e.g. Allen, 1997; Carmel, 2006; Sanders and Harrison, 2008) the current data on the 
practices of sports medicine further supports the notion that medical organisation in 
general is highly context-specific.  
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Chapter - 2. Risk, pain and injury and the practices of 
sports medicine clinicians 
 
2.1. Introduction 
 
To date, there exists only a small body of sociological literature that examines the 
practices of sports medicine clinicians (Walk, 1997, 2004; Waddington et al. 2000, 
2001; Waddington, 2002; Malcolm and Sheard, 2002; Malcolm, 2006a, 2006b, 2009; 
Safai, 2003; Kotarba, 2004; Theberge, 2006, 2007, 2008, 2009a, 2009b). Thus, in 
order to introduce and contextualise the current research on the social organisation of 
medical services and the practices of sports medicine clinicians in British Olympic 
sport, it is necessary to discuss the broader sociological literature on sporting pain and 
injury from which analyses of sports medicine have largely developed. By and large, 
this literature has been concerned with athletes’ management of the pain and injuries 
that they routinely experience as a consequence of their work in sport. These analyses 
of what is often referred (Waddington, 2000; Young, 2004) to as the "downside" of 
sports participation have incorporated research that stems from athlete-centred 
approaches to pain and injury management, consideration of the role and involvement 
of significant others such as coaches, managers, trainers and sports medicine 
clinicians in the "normalisation" of pain and injury in sport, as well as the structural 
organisation of contemporary sports and the ways in which broader social 
developments such as the growing seriousness and increasing commercialisation of 
sport (see Waddington, 1996) have altered the ways in which those involved in sport 
view pain and injury. It is not the aim of this chapter to explore and review all of the 
many and varied contributions to this area of research (particularly since its rapid 
growth from the early 1990s). Rather, this chapter seeks to locate the current research 
by outlining the context in which the literature on sports medicine clinicians has 
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emerged. Thus, the current discussion is divided into two main parts. First, it 
examines the pain and injury literature in a largely chronological way in order to trace 
the development of this area of sociological research and, in particular, the rationale 
for more recent sports medicine analyses. The second and more substantial discussion 
explores this literature on the practices of sports medicine clinicians so as to 
contextualise the current study.  
 
2.2. The culture of risk, normalisation and socialisation of pain 
and injury 
 
A number of contributions to the literature on sporting pain and injury have attempted 
to explain the normalisation and rationalisation of risk, pain and injury by athletes in 
terms of motivational factors such as their "over-conformity" to a "sports ethic" 
(Hughes and Coakley, 1991), socialisation with significant members of their sporting 
networks and relatively rational choices athletes must make in order to remain 
successful in elite sport.  
 
In his earlier work in this field, Kotarba (1983) discusses pain and injury in terms of 
its potential to compromise athletic identities. In particular, Kotarba (1983) recognises 
the repercussions that athletes face by disclosing injuries to significant others in their 
sports context. For Kotarba, athletes make rational choices based on these perceived 
consequences, and thus the injured athlete is likely to present themselves in a way that 
they consider to be demonstrating the most competency. Kotarba suggests that 
athletes often express experiences of pain and injury as "play with pain, talk injury" 
(1983: 137) suggesting that athletes will not let pain interfere with their sporting 
participation but may choose to reveal injury to a significant other who may be able to 
help. As Kotarba explains: 
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Play with pain refers to the decision to prevent a physical problem from 
interfering either with one’s athletic identity or with one’s play. Talk injury 
refers to the decision to disclose a physical problem to potentially helpful (or 
discrediting) audiences such as coaches, trainers (1983: 137) (emphasis in 
original). 
 
Kotarba contends that an athlete’s perception of his/her athletic identity largely 
determines to what degree s/he will allow the injury to limit involvement and whether 
or not s/he will disclose the problem to others. Kotarba argues that athletes with what 
he describes as "secure athletic identities" (SAI) are more likely to reveal injuries and 
use them as justifiable reasons for excusing themselves from play/competition. 
Athletes with SAI may be those who are considered to be of "star" calibre and/or who 
are more likely to be protected within their sporting subculture. Alternatively, Kotarba 
contends that those with "insecure athletic identities" (IAI) are more likely to conceal 
injuries which are non-observable from significant others as they feel that disclosing 
injuries may put their sporting role and athletic self in jeopardy and risk being labelled 
by significant others as "injury prone" (1983: 141). Kotarba’s (1983) discussion of the 
potential division between pain and injury is important, as more recent studies of pain 
and injury management have indicated that athletes may also in fact talk "pain" more 
than they talk "injury". For example, Malcolm and Sheard (2002) contend that pain 
was a central feature of professional rugby but injury was discussed less by athletes. 
Similarly in Young et al.’s (1994) paper, athletes were regarded as compliant to 
appropriate levels of masculinity if they conformed to the experience of pain at the 
same time as denying the occurrence of injury. Thus, the ways in which pain and 
injury are understood and discussed within the sports context may vary depending on 
the particular features of this sports context. Kotarba’s work is important for our 
understanding of pain as situationally elicited as he highlights that occupational 
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subcultures such as the sports environment are of central importance to the 
communication strategies athletes use to manage their injuries. He highlights the 
importance of significant others such as peers, medical staff, coaches and media 
representatives in relation to the decisions athletes make about their injuries. 
 
In their 1991 study, Hughes and Coakley argue that, in sport, there exists an 
established set of codes - the "sports ethic" - which are likely to influence athletes’ 
experiences of pain and injury. For them, the "sports ethic" involves an unquestioned 
commitment to, and over-acceptance of, the norms and values of sporting subcultures. 
They contend that this over-acceptance of the "sports ethic" compels athletes to 
engage in behaviours that may be regarded as "deviant" in non-sporting contexts. This 
may include stoically continuing through pain, dismissing the significance of injury 
and making bodily sacrifices in the pursuit of sporting achievement. For Hughes and 
Coakley, this belief system helps define what it means to "be an athlete" and confirm 
individuals’ status as "true athletes". 
 
Hughes and Coakley, not unlike Kotarba, contend that over-conformity to the sports 
ethic is more or less dependent on a particular "type" of athlete; that is to say, athletes 
with particular psychological traits. According to Hughes and Coakley, "positive 
deviance" occurs among: 
1) those athletes who have low self-esteem or who are vulnerable to group 
demands 
2) those athletes who see sport as an exclusive mobility route, and for whom 
mobility demands an extreme commitment to achievement and a willingness 
to make personal sacrifices (1991: 311).  
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Coakley (2007) emphasises the following ways that over-conformity to the sports 
ethic manifests itself: 
1) making sacrifices for the benefit of the team and demands of competition 
without question 
2) striving for distinction, achievement and perfection 
3) accepting risks and playing through pain 
4) accepting no obstacles in the pursuit of possibilities (p. 161-3). 
 
The notion of the sports ethic also appears in Curry’s (1993) examination of the career 
of an amateur wrestler. He contends that the normalisation of pain and injuries are 
regarded as a traditional form of role socialisation in wrestling and highlights how 
athletes must adhere to a "demanding sports ethic" (p. 273) and risk their health to 
become accepted in their sporting subculture. By employing an analysis that spans a 
particular athlete’s sporting career, Curry (1993) traces the development of 
socialisation processes which he argues serves to generate an attitude in athletes that 
regards even serious injury as a routine aspect of sporting participation. Adopting a 
symbolic interactionist approach that emphasises the importance of role-identity, 
Curry (1993) argues that significant events in this particular wrestler’s life (such as 
his father’s early behaviour toward his injuries, his coach’s reaction to his athletic 
discipline and visual cues about the routinisation of pain and injury from the wrestling 
subculture) meant that "the experience of pain became associated with motivation to 
achieve excellence" (p. 279) and a further indication that the normalisation of pain 
and injuries was necessary for maintaining a particular athletic identity.  Curry (1993) 
also describes a process in which athletes disregard other sporting experiences, 
particularly recreational activities that may involve unnecessary risk of injury, in 
order to help further define their athletic identity. The consequence of this role 
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specialisation is that athletic identity becomes progressively narrow, and thus 
increasingly relied upon to prove themselves as "real athletes" and live up to others’ 
expectations.  
 
Also employing a symbolic interactionist framework, Adler and Adler (1991) 
describe how the athletic self is defined around the meanings associated with being an 
athlete, which can impinge upon decisions to "play hurt". Their study of college 
athletes revealed that players’ identities as athletes (basketball players specifically) 
dominated not only their sporting lives, but most other aspects of their lives, to the 
extent that relationships outside of their sporting subculture declined and players 
became overwhelmed by their athletic roles. Adler and Adler refer to this athletic role 
in symbolic interactionist terms as a "gloried self" where athletes, in order to maintain 
this self, are prepared to accept the culture of risk and rationalise playing and 
competing with pain and injuries. 
 
Whilst an individual’s quest for athletic identity is considered by the above 
sociologists as justification for athletes’ normalisation of pain and injuries, some 
sociologists have shifted their emphasis away from athlete-centred approaches and 
towards a more explicit account of the structural features of sporting organisations. In 
this regard, they further consider that the broader social interactions in which athletes 
are enmeshed largely accounts for their normalisation of risk, pain and injury. For 
example, Nixon (1992, 1993, 1994, 1998) contends that his notion of a "culture of 
risk" guides the way in which sports organisations are structured. It is to his work that 
I now turn. 
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2.3. Sporting organisations and the "culture of risk": Nixon’s 
contribution to pain and injury research 
 
Nixon (1992, 1993, 1994, 1998) has contributed extensively to the area of risk, pain 
and injury. Employing a variant of social network analysis, his work is characterised 
by an examination of the patterns, structures and meanings of social interactions and 
power relations within "sportsnets" which he argues reinforce a "culture of risk" that 
constrains athletes to consider training/competing with pain and injury as the only 
feasible option for them to remain part of their sports setting. Within these sportsnets, 
ideologies about the acceptance of risk, pain and injury are continually reinforced 
through athletes’ socialisation with other sportsnet members, serving to strengthen the 
notion that athletes must continually accept training/competing with pain and injuries 
to maintain their position in their sport.  
 
Crucial to Nixon’s work on the "culture of risk" are elite sport subcultures where he 
contends, "athletic participation occurs in a cultural context that glorifies risk and 
normalises pain, injuries and playing hurt" (1994: 79). Nixon also asserts that the 
"forces of social control, power and institutional rationalisation conspire to constrain 
or induce athletes to accept the risk and pain of sports injuries" (1994: 79). He defines 
the "culture of risk" as: 
A set of mediated beliefs about structural role constraints, structural 
inducements, general cultural values and processes of institutional 
rationalisation and athletic socialisation that collectively convey the message 
that they ought to accept the risk, pain and injuries of sport (1993: 188).  
 
Nixon contends that the acceptance of the culture of risk is integral to athletes’ 
identities and continued participation in their sporting subculture. He argues that 
athletes are more likely to become immersed in the culture of risk if their sportsnet is: 
- large (such that athletes are easily replaced) 
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- dense (contact is greater within the sportsnet than outside) 
- centralised (in control of information) 
- a provider of accessible coaches 
- restricted (in terms of athletes contact outside of the sportsnet) 
- homogenous 
- stable (1992: 131-132) 
 
As a result of this organisation, Nixon argues that athletes find it difficult to receive 
alternative opinions in relation to their pain and injuries because of their limited 
contact outside of the sportsnet. Thus, norms, values and meanings regarding pain and 
injuries become reproduced. 
 
2.4.  The gendered sporting identity: Masculinity, pain and 
injury 
 
For some other authors, gender is a key dimension in the examination of sports-
related risk, pain and injury and thus, a considerable amount of literature has 
examined various facets of the relationship between gender, sports participation and 
pain and injury. It has been suggested (for example Sabo and Runfola, 1980; 
Dunning, 1986; Messner, 1990) that there are particular pressures on male athletes to 
express and maintain masculine identities in sport, which includes tolerating pain, 
injury and violence. Male athletes in particular are expected to subject their bodies to 
pain and injury to maintain the masculine image that Young (2000) suggests is "in 
accordance with the assumed cultural expectations of their peer groups and 
hegemonic notions of manliness more broadly" (p. 392). 
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Messner (1992) identifies both internal and external factors that, he suggests, 
constrain men to train/compete whilst injured and in pain. For him, dominant 
ideologies surrounding appropriate masculine behaviour play a part in encouraging 
male athletes to regard their bodies as weapons for inflicting violence on themselves 
and other players. Messner’s idea of "internal" factors is concerned with the "structure 
of masculinity" (1992: 75) where manliness is a reflection of involvement in 
dangerous activities and a view of the body as an instrumental tool to be used as a 
means of achieving an end result. Messner’s "external" factors include the pressure 
from coaches and team mates to return from injury too soon (so as to avoid being seen 
as malingerers and thus, less masculine) as central to athletes’ normalisation of pain 
and injuries. 
 
Young has also made a significant contribution to gendered analyses of sports-related 
risk, pain and injury literature. He contends that a number of researchers, particularly 
feminists, have developed literature that "has begun to look at pain and injury in sport 
as a gendered and gendering practice" (1993: 374). Along with White and McTeer 
(Young, 1991, 1993; Young et al. 1994, Young and White, 1995), Young examines 
the relationships between violence, injury and masculinity and notes that "sport is 
viewed as a context for the expression and reproduction of hegemonic masculinity 
where violence and its results, including injury, are legitimated and indeed ‘make 
sense’" (1993: 374). In their study of the role that participation in physically 
demanding sport has on the acceptance or rejection of dominant notions of 
masculinity, Young et al. (1994) propose that since many athletes (particularly elite) 
suffer from pain on a daily basis, they often devise a number of coping mechanisms or 
types of "physical and mental adjustments" (p. 187) that they use to make sense of 
this pain. In this regard, Young (2004: p. 11) identifies: hidden pain (adopting an 
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attitude of irreverence); disrespected pain (not acknowledging pain for fear of being 
degraded by significant others); unwelcomed pain (adopting a way of thinking and 
speaking about pain so that resistance to pain can persist); and depersonalised pain 
(emphasising that is it the body and not the self that has given out), as particular 
coping strategies athletes may adopt in this regard.  
 
A number of gender-related pain and injury studies have examined a variety of male 
sports environments in order to investigate the sports-related pain and injury 
experiences of men. Suffice to say, sociological attention has been skewed toward 
male sports, dominant notions of masculinity and the role this has in shaping the use 
of male athletes’ bodies (Young and White, 1995; Charlesworth and Young, 2006; 
Roderick, 2006). However, more recently, a number of authors (most notably Young 
and White, 1995; Pike and Maguire, 2003; Charlesworth, 2004; Charlesworth and 
Young, 2006 and Theberge, 2006) have attempted to bridge the "gender gap" in this 
area of research by examining the pain and injury experiences of female athletes. 
Such literature reveals that women are just as willing as men to expose themselves to 
physical risk and pain and Young and White (1995) argue that there are some striking 
similarities in the attitudes of male and female athletes in relation to physical danger, 
aggression and injury. 
 
Whilst pressures associated with tolerating pain and injury in sport may have some 
connections with particular notions of masculinity, this literature suggests that there 
are broadly similar constraints on female athletes to continue competing/training 
despite being injured and in pain. In this regard, Young and White (1995) argue that: 
If there is a difference between the way male and female athletes in our 
projects appear to understand pain and injury, it is only a matter of degree … it 
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is clear that both men and women adopt similar techniques to help to displace 
the centrality of pain in their sports lives (p. 51).  
 
Whilst Young (2004) has indicated that "gender is some sort of determinant of sport 
injury" (p. 7) many studies of gender in pain and injury have highlighted that the 
differences in male and female experiences of pain and injury are no greater than their 
similarities. This is central for the field of gender studies as it alludes to the 
importance that processes of socialisation into particular subcultures of sport has for 
the normalisation of risk, pain and injury for athletes. Thus, on the balance of 
available evidence, gender may not be the determining factor for understanding 
athlete’s acceptance pain and injury (although to date we understand little about how 
gender influences the clinician-athlete-patient relationship); rather, we need to know 
more about the variety of relationships in which athletes are enmeshed. 
 
2.5. The sociology of risk, pain and injury: A UK analysis  
 
The pain and injury literature discussed thus far has all been based on research in the 
North American sports context. It has also highlighted those studies that have 
emphasised the relationship between masculinity, risk taking and the normalisation of 
pain and injury as well as some of the more recent accounts of the experiences of 
females in sport. Following this apparent trend in North American sports for risk-
taking, tolerance and normalisation of sporting pain and injury, sociologists in the UK 
have examined the pain and injury experiences of UK athletes across a number of 
sporting contexts and participation levels. These analyses have examined whether the 
normalisation of sporting pain and injury is more global in nature and whether those 
theories that explain the phenomena of sporting pain and injury in North American 
sports can be extrapolated to sports in the United Kingdom. 
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One of the first pain and injury studies to be conducted in the UK was by sociologists 
examining the careers of professional footballers. This research sought to expand 
upon Nixon’s use of social network theory in order to understand athletes’ tolerance 
of pain and injury. Thus, before examining the UK based pain and injury literature, I 
consider Roderick’s (1998) assessment of Nixon’s work and the similarities and 
differences between Nixon’s Social Network Theory and figurational sociology. 
Interestingly, the majority of UK pain and injury work has either been explicitly 
figurational or has been strongly influenced by figurational sociology. 
 
2.5.1. The beginnings of a figurational approach to pain and 
injury 
 
In his 1998 paper, Roderick draws on aspects of figurational sociology to assess 
Nixon’s work on risk, pain and injury in sport. He argues that there are a number of 
limitations to Nixon’s work, particularly in relation to what Scott (1991) defines as 
the "boundedness" of social relations, for example, the problems associated with 
identifying members of groups and tracing the nature and structure of their various 
connections. Roderick (1998) argues that Elias’s concept of figuration can "further 
develop an understanding of the changing structures of high-level athlete networks 
and, particularly, of risk, pain and injury" (p. 69). For example, an understanding of 
the changing dynamics of social relations on a broader scale and over time are central 
to a figurational framework.  
 
For Roderick (1998), Nixon’s use of "sportsnet" implies a present-centred and 
unidirectional understanding of power that considers athletes’ acceptance of risk, pain 
and injury as a consequence of the planned actions or, as Nixon describes, the 
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"conspiracies" of significant others within the sportsnet. This is illustrated in Nixon’s 
(1992) contention that: 
In the sportsnet, athletes find a subculture with implicit and explicit messages 
about risk, pain and injury that provide biased support. The structural location 
of athletes in sportsnets, as receivers rather than sources of these messages, 
makes it difficult for them to challenge the message (p. 130). 
 
Thus, Nixon regards athletes as wielding very little (if any) power and suggests that 
athletes simply, and uncritically, accept pain and injuries as part and parcel of their 
athletic life in order to remain in the sport. By understanding athletes as mere 
receivers of conspiratorial messages rather than providers of, or mediators of 
alternative messages, Nixon offers a narrow interpretation of power relations within 
the sportsnet and considers coaches, managers and medical staff as the only agents of 
power which Roderick argues "imposes limitations on our understanding" (p. 76). For 
Roderick, Nixon neglects the structural pressures that may be exerted on medical 
personnel or coaches, for example, as part of their employment, and he does not 
consider the possibility that athletes may engage in a process of bargaining with 
significant others about their pain and injury experiences. For authors such as 
Roderick, it is more useful to conceptualise the nature of these relational bonds 
between athletes and significant others in terms of fluctuating notions of 
interdependence (Elias, 1978) that vary across time and space. As Roderick (1998) 
contends, a more adequate understanding of the sportsnet concept would involve "an 
examination of sportsnets as webs of interdependent people who are bonded to each 
other on several levels and in diverse ways" (p. 76).  
 
Thus, despite the appearance of a structural framework in Nixon’s work, it could be 
argued that Nixon does not account for the broader networks of relationships that 
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athletes have with individuals whom they may not be aware of, or be in direct contact 
with. Nixon identifies certain people who, he argues, serve to cajole athletes into 
accepting playing/training with pain and injuries. Despite highlighting these 
significant others, Nixon approaches the study of a sportsnet from the perspective of 
the athletes themselves and confined to the face-to-face relationships or the 
"friendship networks" (Roderick, 1998: 67) that athletes have with others in the 
sportsnet. For figurational sociologists, it is not merely the face-to-face relationships 
with which sociologists must be concerned for such an approach limits our 
understanding of wider social processes (e.g. growing commercialisation of sport) and 
overlooks social groups that may not be closely associated with the sportsnet but are 
of vital importance to understanding broader social processes (e.g. sports fans). In this 
regard, Roderick (1998) highlights the need for a developmental understanding of 
sporting networks in order to provide an analysis of changes to the personality 
structures of individuals and the ways in which particular messages have become 
ingrained by individuals over time. As Roderick (1998) contends: 
It is possible to describe social relationships in top-level sport by focussing on 
present day influences and beliefs which encourage athletes to take risks, but 
if one wishes to explain why these relationships take their present form, one 
needs to know under what conditions they developed (p. 71). 
 
 
Authors such as Holt (1989) and Dunning (1986) have considered these longer-term 
social processes related to the growing "seriousness" of modern sport. However, it is 
perhaps Waddington (2000) who has discussed these developmental processes in 
relation to pain and injury research most explicitly and thus provides supporting data 
for Roderick’s (1998) critique.    
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Waddington (2000) argues that in order to highlight the characteristics distinctive to 
modern "sportsnets", a longer-term, developmental approach is necessary. He 
provides a comprehensive account of the broader social issues which may lead to 
increased pressure on athletes (in his case, cyclists) to seek other means (legal or 
illegal) to increase their performance. Waddington (2000) contends that there is an 
"emphasis placed on the importance of winning which has become a striking feature 
of modern sports" (p. 123). Dunning (1999) also argues that, as a consequence, 
athletes are no longer able to participate in sport for its own sake. Instead, athletes are 
increasingly aware of their constraints to represent wider social units, such as clubs, 
cities, counties and countries. Waddington and Murphy (1992) also contend that 
developments in elite sport particularly have meant that athletes are bound into 
relationships with sport specialists including trainers, biomechanists, nutritionists, 
coaches, medical staff, sponsors and so on which were not present in the figurations at 
an earlier stage in the development of modern sport. They suggest that these changing 
figurations have resulted from an increase in structurally generated competitive 
pressures and thus argue that it is these emergent changes, resulting in a lengthening 
of chains of interdependency, that help us to explain the increasing pressures on 
athletes to succeed. Such pressures both increase the likelihood that athletes will take 
performance enhancing drugs, and increase their propensity to normalise pain and 
injuries.  
 
Despite researching sports contexts that differ in organisation and culture from those 
examined in North American research, and indeed drawing upon different theoretical 
models, findings about the existence and management of pain and injuries in UK-
based sports are largely similar. The following discussion seeks to address the central 
findings of this body of literature. 
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2.5.2. Professional team sports 
 
Waddington et al. (2000) provide one of the first empirical analyses of pain and injury 
in the UK. They conclude that the pain and injury experiences of athletes – in this 
case professional footballers - are best understood within a framework that focuses on 
the shared culture that athletes are a part of (a culture of risk) and the networks of 
relationships in which they are enmeshed (sportsnet). Given that pain is a social and 
cultural experience, Waddington et al. (2000) contend that analyses of pain and injury 
must be understood within the context of interactions and relationships with other 
human beings and thus, they argue, significant others have a potentially powerful 
impact on how athletes experience pain and injury.  
 
Waddington et al. (2000) suggest that footballers will continue to play through injury 
for any one of a number of reasons, foremost being a fear of losing their place on the 
squad as this may compromise their self-image as a professional footballer. They 
argue that the central importance of playing means that injured players – and in 
particular players with long term injuries – may experience a loss of self-esteem and 
self-confidence as a result of their inability to take part in the one activity which, 
above all others, sustains their positive self-image. Drawing upon Elias’s (1978) 
concepts of "figuration" and "interdependence", Waddington et al. (2000) also 
demonstrate how the normalisation of pain and injury emerges out of the externally 
imposed institutional setting footballers are involved in, as well as the self-imposed 
values and self-images that athletes learn to accept and develop early on in their 
careers. Despite Roderick’s earlier critique of Nixon, however, there is no attempt in 
this study to conduct a developmental analysis. 
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Malcolm and Sheard (2002) also draw upon aspects of figurational theory to examine 
the management of injuries in men’s elite rugby union and how this may have altered 
as a consequence of the (formal) professionalisation of the game in 1995. They 
attempt to trace changes from the amateur to professional ethos surrounding the game 
and the increasing interests of the spectators relative to the players. They also 
highlight the various tensions resulting from increasing professionalisation and 
commercialisation on significant people in rugby union and the resulting structural 
and cultural changes to the game, including changes to the provision of medical 
support for injured players. Their central finding, however, and one which they 
maintain is consistent with Elias’s notion of civilising processes, is that the 
professionalisation of rugby has brought about, on the one hand, an increasing 
acceptance of playing with pain whilst, at the same time, a decreasing tolerance 
towards playing with injuries, particularly in relation to the risk of long-term physical 
damage. They thus seek to highlight both agency and structural pressures on players 
to continue playing through pain and injuries and the ways in which the broader 
structural changes in rugby can evoke changes in personality structures.  
 
Also contributing to knowledge on the impact of professionalisation on medical staff 
and their methods of treatment, Howe (2004) uses an ethnographic approach to shed 
light on the social relations of managing pain and injury in a professional rugby club 
in Wales (where he spent two years as a general assistant). His 2004 book draws upon 
his work in the rugby context as well as other ethnographic studies including distance 
runners and paralympians to examine the effects of professionalisation and 
commercialisation on sports medicine provision and organisation.  
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Howe mainly employs the work of Bourdieu, in particular his use of habitus, to 
examine his research findings and suggests that athletes develop particular habituses 
(such as the embodiment of pain and injury as normal in sport) that become "second 
nature" to athletes, coaches and medical staff. He also draws upon a number of other 
themes such as his notion that returning players to "fitness" as quickly as possible can 
be related to the wider economic value of players.  
 
2.5.3. Amateur and student sport 
 
Also engaging in ethnographic research, Pike and Maguire (2003) utilise the work of 
Goffman (1959) and the theoretical assumptions of symbolic interactionism to 
examine the meaning systems that underpin female athletes’ willingness to experience 
pain and injury at a recreational level so as to maintain a socially appropriate self. 
Pike and Maguire (2003) argue that, in an attempt to "fit in" to the sports subculture, 
athletes will create a self-identity that will be formed around the ideals associated 
with that subculture which, in terms of the pain and injury research, has been 
associated with the ability to train and play competently. Drawing upon Pike’s 
doctoral research on female rowers’ experiences of injury and sporting identity, Pike 
and Maguire (2003) indicate that there is pressure within the sports subculture to 
acquire what they define as the "symbolic competence" (p. 239) of a rower and argue 
that rowers’ desired athletic identities are judged both by themselves and others 
within the sports setting. To achieve and maintain their athletic identity, according to 
Pike and Maguire, rowers’ performances have to involve "making and taking risks, 
and enduring pain in front of an audience of significant others" (p. 239). They also 
contend that the physical signs of pain are seen as an appropriate presentation of an 
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athletic self and suggest that these measures are embodied through the ideals 
conveyed to individuals about what makes a "good athlete".  
 
A further contribution to literature on amateur female athletes in the UK is provided 
by Charlesworth and Young (2004). By examining the pain and injury experiences of 
English university athletes, they shed light on the "overt and covert factors which may 
motivate female athletes to accept and tolerate pain, and to train and compete whilst 
injured" (p. 164). In this regard, Charlesworth and Young (2004) draw on a number of 
parallels with their data and previous data on male and professional sports 
environments, particularly the acceptance of pain and injuries as "part and parcel" (p. 
165) of their participation in sport (Nixon, 1992; Curry, 1993; Young et al. 1994; 
Waddington et al. 2000). In a similar way to the pain and injury literature discussed 
previously, the authors highlight pressures from significant others in the sportsnet that 
serve to shape athletes’ orientations toward pain and injury as well as self-generated 
pressures to consistently perform.  
 
In the final instalment of pain and injury work on UK amateur athletes, the central 
object of Liston et al.’s. (2006) article is to examine some of the ways in which non-
elite rugby union and rugby league players respond to and manage pain and injury. 
Liston et al. (2006) contend that, among their interviewees, there was a near universal 
acceptance that playing with pain and injury was a socially valued practice which 
demonstrated their commitment to "the team". They draw upon Nixon’s (1992) 
"culture of risk" in order to highlight the normalisation of pain and injury among 
athletes who are not part of the large, dense, centralised and closed sportsnets that 
Nixon (1992) defines as characteristic of those subcultures that cajole athletes into 
tolerating pain and injuries. Instead, Liston et al. (2006) highlight a subculture that is 
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small, open, loose, and decentralised by comparison but in which athletes still 
rationalise pain and injuries. In a similar way to Pike and Maguire (2003) and 
Charlesworth and Young (2004) by virtue of their focus on non-elite sport, Liston et 
al. (2006) move away from explaining athletes’ normalisation of pain and injury as a 
consequence of processes such as the increasing seriousness and commercialisation of 
sport. In their words: 
The findings suggest that the "culture of risk" cannot be adequately explained 
in terms of the relatively recent commercial and financial pressures in 
professional and elite sport to "play hurt", but that it may be a more deeply 
rooted characteristic of sport at all levels (p. 391). 
 
2.6. Conclusion 
 
This discussion has explored, albeit briefly, research conducted by sociologists of 
sport on the normalisation of pain and injury in a variety of sports contexts by both 
male and female athletes and in professional and amateur sports. The central 
contribution of this work has been to understand how various institutional contexts as 
well as the social relations between athletes and significant others in these contexts 
have conditioned athletes’ responses to pain and injury. A further sub-theme to 
emerge from work conducted by Nixon (1992, 1993, 1994, 1998); Waddington et al. 
(2000) and Malcolm and Sheard (2002), both directly and from issues relating to the 
sporting body, sports participation and the management of pain and injury more 
generally, has been the involvement of sports medicine practitioners in contemporary 
sporting contexts and their roles in the risk/pain/injury nexus. Of course, the 
involvement of sports medicine personnel is for the most part associated with sporting 
participation at the elite level whereby athletes are now routinely managed and 
supported by teams of experts including psychologists, coaches, nutritionists and 
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sports medicine staff.  Indeed, as Walk (2004) notes, "the presence of medical 
professionals in sports facilities is an obvious testament to the unique health risks of 
sport and the normalisation of athletic injury" (p. 249). 
 
Whilst earlier discussions of sports medicine personnel in the broader literature on 
pain and injury have portrayed these individuals as part of the network of significant 
others that serve to collude athletes into risk taking (e.g. Nixon, 1998), more recent 
research has sought to understand the role of sports medicine practitioners per se; a 
central motivation of the current study. In this body of work, sociologists have 
employed various methodologies to consider the roles of sports medicine clinicians 
alongside discussions of athletes’ pain and injury management. For example, Pike 
(2005) examines the practices of sports medicine clinicians through the perspectives 
of athletes in her broader study of pain and injury management among amateur female 
rowers and Waddington et al. (2000) and Malcolm and Sheard (2002) utilise a 
methodology that combines the responses of both athletes (professional footballers 
and elite rugby players respectively) and sports medicine practitioners. Other 
sociologists have examined and/or gone on to discuss the practices of sports medicine 
personnel specifically (Walk, 1997, 2004; Waddington, 2000, 2002, 2006; Safai, 
2003; Kotarba, 2004; Pike, 2005; Theberge, 2006, 2007, 2008, 2009a, 2009b; 
Malcolm, 2006a, 2006b, 2009). Thus, the following discussion seeks to examine these 
contributions to knowledge on sports medicine clinicians so as to contextualise the 
focus of the current study on the practices of sports medicine staff in UK Olympic 
sport.  
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2.7. Sports medicine clinicians and the risk/pain/injury nexus 
 
It is worthy of note that some of the first analyses of sports medicine personnel have 
been conducted from a historical perspective. For example, Hoberman’s research 
focuses on the involvement of sports medicine staff in an "obsessive quest to find the 
limits of human athletic potential" (Hoberman, 1992: ix) and Waddington (1996) 
links the development of the sports medicine discipline to broader social processes 
such as the "medicalisation of life" and the "growing competitiveness" of modern 
sport and the involvement of doctors and physiotherapists in increasingly 
sophisticated systems of athlete support. However, this research is primarily 
concerned with the relationship between sports medicine and athletes’ use of 
performance enhancing drugs and not the clinical practices of sports medicine 
practitioners more broadly. Berryman and Park’s (1992) edited book on the history of 
sports medicine and Vertinsky’s (1990) examination of the experiences of women in 
medicine during the nineteenth century further offer illuminating historical insights 
into the development of medical practices.  
 
More recent sociological work in sports medicine has attempted to compare and 
contrast the practices of sports medicine clinicians to those in other medical contexts. 
In this regard, a number of sociologists have contextualised sports medicine analyses 
within broader discussions of the sociology of medicine. For example, some 
sociologists have drawn upon Johnson’s (1972) examination of consumer-orientated 
care and Abbott’s (1988) critique of professional jurisdiction (Theberge, 2007, 2008, 
2009a, 2009b) and others have explored Friedson’s (1970) critique of the everyday 
work setting (Safai, 2003; Walk, 2004; Malcolm, 2006b). 
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One of the earliest sociological examinations of sports medicine work is provided by 
Walk (1997) who investigated the experiences of student athletic trainers (SATs) in 
North American college sport. Walk’s (1997) work uses the backdrop of Nixon’s 
(1992) concept of a "culture of risk" to analyse the working conditions and beliefs of 
these student athletic trainers. What is particularly interesting about Walk’s study is 
his sensitivity to the inexperience of student athletic trainers and how this 
inexperience can influence SATs’ decisions on treatment of athletes’ pain and 
injuries. Walk contextualises his work within a critique of Nixon’s (1992) notion of 
"conspiratorial alliance", particularly in relation to the dissimilar dispositions that 
student athletic trainers expressed toward athletes and their pain and injuries. Indeed, 
he argues that a number of SATs were torn by competing demands of professionalism 
and compassion, with these tensions not always being resolved in consistent ways.  
He thus contends that the social conditions that constrain athletes to accept risk, pain 
and injury are considerably more complex than the conspiracy thesis offered by Nixon 
(1992) and challenges Nixon’s claim of a conspiratorial sportsnet as "intuitively 
suspect and without empirical support" (p. 50).  
 
Walk (2004) contends that the social position of athletic therapy as a "para-
profession" (p. 256) coupled with its position in a "male dominated and distinctly 
violent sports culture" (p. 256) constrains the ways in which athletic training is 
practised. SATs often find themselves in compromised positions resulting from the 
competing agendas of coaches, athletes and more senior medical staff and can find 
themselves with limited clinical autonomy despite their significance in the delivery of 
health-care in US colleges and universities. In particular, Walk notes that athletic 
trainers felt powerless to counter the wishes of male coaches who often wanted 
athletes to return to action earlier than what was medically advisable. Despite the trust 
 38
that athletic trainers foster with athletes as a result of their similar social statuses, 
Walk (2004) questions the extent to which athletic trainers can support their athlete-
patients when they are simultaneously involved in an organisation which requires 
them to report and control any violations committed by athletes on and off the field of 
play. Thus, Walk concludes that athletic trainers often find themselves in difficult 
situations that require them to act on behalf of their athlete-patients at the same time 
as being constrained to accept some of the inherent values of their practicing culture.  
 
Whilst highlighting the complexities of social relations in sporting contexts, we might 
argue that Walk’s (1997) research could be further advanced not by treating SATs as 
an homogenous group but by accounting for the variety of educational experiences 
that student athletic trainers have and how this variety further impacts upon their 
experience of providing treatment. Further research may be able to distinguish 
between the skills and types of health-care that these students provide, given that they 
are likely to have varying amounts of experience and be at differing stages of their 
university courses. More and less experienced student trainers are likely to have 
differing social relations with other members of the sports network such as coaches 
and more authoritative medical staff and it is likely that these relationships may also 
impact on the ways in which they provide medical support to athletes.  
 
The tensions that medical staff experience in the "sportsnet" are also highlighted by 
Safai (2003), who examines the negotiations between sports clinicians, athletes (and, 
to some extent, coaches) in a Canadian university.  Safai (2003) seeks to provide a 
more adequate way to "conceptualise the pain/injury negotiation complex" (p. 142) by 
extending the notion of the "culture of risk" (Nixon, 1992) and "the sports ethic" 
(Hughes and Coakley, 1991). She argues that this can be achieved by understanding 
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the negotiation of sports medicine treatment as a three-way interchange between "the 
culture of risk", "the culture of precaution" and the promotion of "sensible risk 
taking". Safai (2003) extends existing discussions of the involvement of medical 
personnel in athletes’ management of pain and injury by shifting her emphasis away 
from dominant notions of the exploited athlete at the hands of more powerful 
individuals and instead, understanding medical staff as being committed to a desire to 
heal. This is in contrast to pain and injury research that has considered medical staff 
as constrained by their responsibilities to their employers (such as football club 
managers) where their primary aim is to get players back to fitness as soon as 
possible, despite the risks of recurrent injuries or long-term health damage (see 
Waddington et al.  2000).  
 
Adding a further dimension to the risk/pain/injury nexus, Safai’s examination of the 
"culture of precaution" is an excellent example of the importance of combining 
agency with such structurally orientated analyses as Nixon’s and adds to the critique 
of research that understands athletes in merely exploitative relationships with 
significant others. For example, rather than athletes, coaches and staff uncritically 
accepting the norms conveyed within the sportsnet, Safai (2003) demonstrates that 
there is an empathy between clinicians and athletes, a relationship that has the 
potential to undermine the desires of more powerful sportsnet members.  
 
In his research on the provision of medicine in professional football, Waddington 
(2000) also assesses the dilemmas and negotiations that club doctors experience as a 
result of their work in sport. In a similar way to Walk (1997, 2004), Waddington 
questions the extent to which clinicians can represent the best interests of the patient 
(in terms of their longer-term health) at the same time as committing to the 
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performance-related interests of their employers. In contrast to the commitment of 
medical staff to heal identified in Safai’s (2003) work, Waddington highlights some 
alarming practices regarding the medical management of injuries in professional 
football, such as the involvement of club doctors and physiotherapists in the 
"inconveniencing" of injured players. Tactics included getting players in early for 
training and keeping them behind after regular training had finished so that being 
injured was not seen as an opportunity to rest and recuperate and thus encouraged 
athletes to continue to play when injured and in pain.  
 
Waddington also alludes to the compromises in the quality of care football players 
receive as a result of the "get players back yesterday" (p. 66) mentality that exists in 
professional football. Emphasising this point, Waddington describes an instance when 
a doctor was constrained to withhold information about the significance of a player’s 
injury due to the pressures associated with having scarce playing resources. 
Clinicians’ relationship with the club manager were significant in this regard as 
managers are considered to be the most powerful authority in this context and thus, 
clinicians’ often compromised medical recommendations in view of the manager’s 
wishes. Importantly, whilst Waddington emphasises the lack of professional 
autonomy that clinicians often have in this practicing context, he also highlights how 
the extent to which this is evident "varies considerably from one club to another" (p. 
78). 
 
Waddington (2000) also probes the ways in which club doctors and physiotherapists 
manage issues of confidentiality in this practicing context and outlines a number of 
examples where conventional procedures concerning medical confidentiality were not 
upheld. In some instances, clinicians passed on information about a player’s physical 
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health to the club manager. However, the amount and types of information provided 
to the manager by clinicians varied from club to club. In general, doctors often 
encouraged players to talk to the manager about their pain and injuries which, in some 
ways, relieved them of their perceived duty to inform their employers of potential 
injury problems. Waddington indicates that physiotherapists, like doctors, expressed 
considerable variation in the ways in which they dealt with issues of confidentiality. 
Managing confidentiality issues was often more difficult for physiotherapists whom 
players saw more regularly and who thus, often knew much more about players’ 
lifestyles and social habits than other members of the football club and were also 
more closely aligned to the manager than were club doctors. Physiotherapists often 
employed a "need to know" mindset whereby information was passed onto their 
employer only if the situation could be detrimental to the club. Nevertheless, such 
routines infringe the more formally prescribed confidentiality practices relating to 
practitioner-patient encounters. For Waddington, the notion that "there is no 
standardised framework in professional football in terms of which the respective 
rights and responsibilities of club doctor, physiotherapist and manager are defined" (p. 
85) is a matter of concern and potentially detrimental to the overall quality of care 
footballers receive. 
 
Questions concerning the potential quality of care doctors and physiotherapists 
provide professional footballers are also considered in Waddington et al. (2001) and 
Waddington’s (2002) additional analysis. For example, in an examination of the 
methods of appointment and qualifications of football club doctors and 
physiotherapists, Waddington et al. (2001) and Waddington (2002) contend that the 
appointment procedures were largely informal and posts were often offered via a 
personal contact rather than being formally advertised in a medical journal or 
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newspaper. Furthermore, both doctors and physiotherapists had limited knowledge 
and experience of sports medicine as a specific area of practice. Doctors were 
primarily employed in general practice and very few had a specialist qualification in 
sports medicine, whilst physiotherapists were often non-chartered and thus had little 
or no experience of practice in a clinical setting. Moreover, both analyses stress that 
the qualifications physiotherapists did hold were borne out of the accepted practices 
within the culture of professional football (such as playing and training whilst injured 
and in pain) rather than the ethical and clinical standards set in other health-care 
contexts. From these data, Waddington et al. (2001) and Waddington (2002) contend 
that the appointment procedures of medical personnel in professional football 
"constitute a catalogue of poor employment practice" (2001: 51) and that the limited 
experience of many club doctors and physiotherapists are "matters of concern" (2002: 
63). 
 
Malcolm and Sheard’s (2002) combined methodology with elite rugby players and 
medical staff also provides enlightening data on the practices of club doctors and 
physiotherapists and on issues of quality of care. Describing changes in medical 
provision after the professionalisation of the game in 1995, Malcolm and Sheard 
(2002) argue that professionalism was "the main factor behind recent improvements 
in rugby club medical care" (p. 155). In contrast to professional football, some doctors 
employed in elite rugby union (albeit still a minority overall) held sports medicine 
qualifications and all physiotherapists had chartered status if not higher educational 
qualifications. Despite overall improvements in accessibility to and quality of care in 
rugby, Malcolm and Sheard (2002) note that clubs at the lower level had more 
limited, or slower, access to medical services. Some of Malcolm and Sheard’s 
interviewees also suggested that a number of clubs were reluctant to spend significant 
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sums of money on health-care or dismissed those sports medicine staff who had 
volunteered their medical expertise for so long, thus enabling what they saw as 
substandard medical care to continue.  
 
Extending his analysis of sports medicine practices in elite rugby union, Malcolm 
(2006a) investigates similar themes to Waddington et al. (2001) in examining the 
methods of appointment, experience and routines of rugby club doctors and 
physiotherapists. Like professional football, most doctors were appointed on the basis 
of personal contacts and positions were rarely advertised. Doctors were rarely 
contracted full-time and medical provision was often sporadic (particularly among 
lower league clubs). Again, in a similar way to doctors in professional football, rugby 
club doctors were most commonly motivated by their support of the particular team 
they worked for, the social aspects of the club or a general interest in sport. In contrast 
to rugby club doctors as well as physiotherapists in professional football however, 
physiotherapists in this context were generally well qualified and had prior experience 
of working in a sports setting. Despite their more widely recognised qualifications and 
experience, physiotherapy posts were rarely advertised and many positions were filled 
via personal contacts with coaches or other physiotherapists connected with the club. 
Malcolm’s (2006a) central conclusion concerns the relative differences in experience 
and practice between rugby club doctors and physiotherapists. Whilst the "skills and 
commitment of rugby club doctors can, at best, be described as variable" (p. 173) the 
reverse is the case for physiotherapists who are relatively well qualified and 
experienced and thus more likely to be able to provide enhanced, professional care.  
 
Malcolm expands upon Walk’s (1997) initial assessment of sports medicine practice 
as "peculiar", and thus is of particular importance for our understanding of clinical 
 44
practices in sport. Consistent among all studies of sports medicine practice has been 
the recognition by those interviewed that the services they provide in sport are to a 
greater or lesser extent different, or compromised, in comparison to the care they can 
provide patients in other medical contexts. Not only does Malcolm (2006b) stress that 
athletes use their lay knowledge of injury in order to enhance their bargaining position 
with medical staff, he further highlights the lack of respect afforded to medical staff in 
the rugby club relative to the level of respect usually offered to medical practitioners 
in broader society. In sport, medical encounters are largely viewed in relation to "lay 
conceptions of medical need" (p. 384) and thus, the status of medical practitioners is 
dependent upon the satisfaction of their clients (coaches and athletes).  
 
Malcolm (2006a, 2006b) also contends that the conventional divisions of labour and 
social relations between doctors and physiotherapists further demonstrate the 
peculiarity of sports medicine. For him, the greater level of skills and experience of 
physiotherapists relative to doctors has meant that physiotherapists are given broader 
contractual duties including more "hands on" time with athletes and a relatively 
central role in diagnosis. Malcolm (2006b) also argues that the types of injuries that 
usually occur in rugby (usually musculo-skeletal), the importance of the 
physiotherapist for powerful agents such as the coach, and their greater input into the 
performance motivations of their clients give physiotherapists greater kudos in this 
context relative to doctors. Thus, doctors are unable to control and supervise the roles 
of paramedical groups in sport and instead, "physiotherapists do not simply assist 
doctors but in many cases display considerable autonomy" (p. 388). The notion that 
doctors sometimes have to negotiate their duties with physiotherapists is an indication 
that the balance of power between these practitioners is less clearly defined than has 
been described in other medical contexts.  
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The centrality of client knowledge and client desire for medical practitioners’ 
decisions on diagnosis and treatment are also considered in Malcolm’s (2009) 
analysis of medical uncertainty. Contextualising uncertainty within a discussion of 
concussion in rugby and adopting a figurational emphasis on interdependence, 
Malcolm (2009) argues that "the social relations in which doctors are enmeshed 
influence not just what treatment they provide, but also the ways in which they come 
to think about, understand, and define clinical conditions" (p.192). Of course, 
admitting uncertainty over medical issues is particularly problematic for clinicians as 
it may undermine their medical expertise. However, as Malcolm (2009) notes, the 
broader uncertainty that clouds medical understanding of concussion suggests this is 
not a reflection of particular sports clinicians’ lack of knowledge, but a general 
problem of uncertainty within medicine. As clinicians faced with diagnosing and 
treating concussion cannot look to broader medical guidelines for support, they are 
placed in difficult positions in terms of how they choose to deal with head injuries 
that they may suspect are concussion. However, rather than adhering to International 
Rugby Board guidelines on concussion injuries (an automatic three week ban if 
diagnosed), clinicians choose to adopt strategies that reduce conflict and ensure that 
their athlete and coach clients remain relatively dependent on their medical input in 
the rugby club. In order to secure this dependence, according to Malcolm, clinicians 
will avoid diagnosing concussion to prevent having a player out, rely on anecdotal 
experience of head injuries and individualise cases of head injury among players. 
Importantly, clinicians adopt the dominant definitions of concussion within their 
sports subculture which may lead them to make medical compromises but which will 
allow them to "maintain their medical self" (p. 206).  
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Describing practitioners of sports medicine as involved in "occupational health care", 
Kotarba (2004) examines the social organisation of health-care delivery to a variety of 
professional athletes in the US. He argues that the medical services athletes receive 
are dependent on the structure and culture of their work. For him, "the quality and 
complexity of occupational health care is a function of the relative value of the worker 
to the employer" (p. 103). Kotarba also contends that "the quality and quantity of 
health care delivered to professional athletes vary according to the social class 
membership of the athlete" (p. 113). In his analysis, Kotarba (2004) distinguishes 
between three types of occupational health-care in sports contexts; namely, elite, 
managed and primitive. In terms of elite occupational care, Kotarba (2004) provides 
the example of major league players such as National Basketball Association and the 
National Hockey League athletes and argues that certain high calibre athletes receive 
medical provision that is both technologically advanced and based on holistic service 
as such athletes are of greater value to their employer and less easily replaced. Whilst 
Kotarba does not provide an example of what he defines as "elite care", he 
distinguishes between the types of medical provision provided in rodeo, amateur 
wrestling and boxing. In his first example, Kotarba (2004) describes two types of 
practitioners responsible for providing medical care to professional rodeo cowboys 
and argues that these professionals, the "Justin Heelers" and chiropractors, can 
provide a particularly specialist service to injured cowboys. In his second tier, 
Kotarba (2004) describes managed care as that which is "responsive to economic 
contingencies" (p. 105) as it relates to the bulk of employees and thus, value for 
money is key for services to continue. Whilst Kotarba notes that this care may be of 
high-quality, its bureaucratic grounding has implications for the interpersonal 
relationship between practitioner and patient. For example, health-care delivered by a 
number of contractors means that practitioner-patient interactions are often 
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impersonal and lack a holistic emphasis. Using the example of local professional 
wrestling, Kotarba argues that wrestlers have little protection against injury (for 
example, sporting health insurance) and limited provision of medical services. 
Instead, wrestlers are individually responsible for organising and accessing health-
care. Kotarba’s final health-care distinction, primitive care, refers to the most 
marginal of workers and is indicative of care that is both low in quality and cost. 
Kotarba argues that these practitioners are often responsible for "patching up" rather 
than a professional service and he includes athletic trainers in this practice bracket. 
For him, the role of the "cut man" in local professional boxing represents this 
primitive area of health-care. However, in this example, the type of personal 
interaction that occurs between the cut man and a boxer is, in some ways akin to 
better medical care as the norms and values of both practitioner and patient are 
relatively similar and their status relatively equal. 
 
Pike (2005) also examines the role of different health-care practitioners in sports 
contexts in her critique of the use of "non-orthodox" health-care in women’s sport. 
For the women in this study, alternative health-care was considered to be more 
"feminine" than conventional health-care practices and allowed patients greater 
empowerment in terms of their active roles in the medical encounter and treatment 
process. Orthodox medical care was seen as inadequate and a number of athletes 
described these practitioners as incompetent when treating sports-related injuries. 
Like some of the athletes in Kotarba’s (2004) research, the female rowers in this study 
had limited access to regular health-care and thus, were often constrained to accept 
the advice of significant others such as coaches within their sportsnet which often 
resulted in further problems with injury. Justifications for seeking alternative 
treatment options included a focus on holistic therapy with the combination of mind, 
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body and spirit and a medical encounter that allowed patients to be more collaborative 
and active rather than passive which suited their broader sense of self. Central in this 
regard was the presentation of their athletic self and thus the rowers in this study 
chose those practitioners that offered treatment programmes that had the fewest 
consequences for their identities as rowers. Thus, for Pike (2005), accessing non-
orthodox care allowed patients to present themselves as both "athlete" and "female" at 
a time when injury and/or illness threatened these identities.  
 
Whilst Theberge’s initial work on biomedical discourses and the social construction 
of sports injuries similarly had a gender focus (Theberge, 2006), her more recent 
research has focussed on the practices and social organisation of sports medicine. Of 
particular value to the current study is her research on the tensions between health and 
performance and the inter-professional jurisdictions and maintenance of professional 
boundaries between those groups practising in sports medicine teams. It is to this 
body of literature that I now turn.  
 
Drawing upon Safai’s (2003) contention that sports medicine work should be 
understood as a negotiation between risk and precaution, Theberge (2007) examines 
how practitioners involved in Canadian high performance sport negotiate the tensions 
between athletes’ longer-term health and short-term performance goals and argues 
that medical practices in this context are largely defined by performance concerns. 
Theberge contends that the doctors, physiotherapists and sports administrators who 
practice in this context believe that their role in high- performance sport is primarily 
about "getting athletes on the podium" (p. 181) and argues that practitioners’ 
motivations for this focus are a result of the consumer- focussed care that they believe 
is "a significant factor driving the provision of health care" (p. 190) and which is a 
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significant feature of medicine more broadly (see Lupton, 2003). Theberge notes that 
sports medicine personnel recognise that interpretations of health differ depending on 
particular social contexts and, for athletes involved in high-performance sport, being 
healthy is a reflection of their ability to train and/or compete. This is further 
considered in Theberge’s (2008) examination of athletes’ understanding of the 
relationship between health and sport participation. 
 
Emphasising their lived experiences of health, Theberge’s (2008) central finding is 
the notion that health for athletes is primarily concerned with their continued ability to 
train and/or compete or, as Theberge defines "health as capacity…in which they 
consider capacity is their immediate competitive careers" (p. 219). Whilst recognising 
that their sport participation posed a number of health costs, for the athletes in this 
study, the health benefits of participation were given greater importance. Health 
benefits included the ability to control their bodies, becoming psychologically 
stronger as a result of the struggles of training and, in some cases, weight 
management as well as a perception that they would be able to cope with problems in 
their everyday lives with greater ease. Describing the coping mechanisms athletes 
adopt when injured and in pain, Theberge argues that athletes see their bodies as "an 
object to be managed" (p. 215),  something they had learned to do over time during 
their competitive careers. Thus, athletes regarded their bodies as separate from their 
selves, a process of "disembodiment" that is also reflected in Young et al.’s (1994) 
study of pain and injury management and which led athletes to consider health as 
separate from injury.  
 
The ways in which athletes understand their bodies, particularly when injured and in 
pain, have implications for the ways in which medical services are organised. As 
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highlighted in Theberge’s (2007) work, sports medicine personnel see themselves as 
obliged to provide the medical services that athletes desire as athletes are in a 
relatively powerful position in terms of directing the outcome of medical encounters. 
Theberge (2008) returns to the discussion of consumer-oriented care in her 
examination of the integration of chiropractors into sports medicine teams which, she 
suggests has resulted from two processes: namely, a) a central quest for performance 
outcomes; and b) a client-centred model of practice. Consequently, the continuation 
of chiropractic involvement is dependent upon their success in delivering results and 
the opinions of athletes about their value. However, Theberge (2008) describes how 
the social organisation of sports medicine in and around consumer-oriented practice 
was an issue of conflict for longer established members of sports medicine teams. For 
these practitioners, chiropractors offered very little in terms of a unique contribution 
to sports medicine care and thus described their value as only dependent on athletes’ 
wishes. Furthermore, longer established practitioners argued that chiropractors were 
unable to commit to the integrative team approach that they desired which was most 
often considered to result from chiropractors’ lack of experience working in multi-
disciplinary teams and tensions over their scope of practice. Whilst longer established 
practitioners felt chiropractors needed specific roles (usually associated with manual 
therapy) chiropractors were reluctant to reduce their expertise and thus relegate 
themselves to these criteria. Of course, the preferred roles, responsibilities and scope 
of practice from the perspectives of chiropractors and other health-care practitioners 
have implications for the professional jurisdictions of these specialisms in sports 
medicine. Whilst Theberge (2008) argues that chiropractors have secured a position in 
sports medicine because the "athletes wanted them" (p. 31), longer established 
practitioners demonstrate caution and attempt to subordinate their role in sport. 
Theberge (2008) contends that, to some extent, these marginalisation practices have 
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been successful as chiropractors have largely accepted their reduced role and have 
thus kept the dominance of orthodox medicine intact. Theberge’s (2009a) 
examination of the professional relations between athletic therapy, physiotherapy and 
chiropractic in Canadian sports medicine also extends this analysis of inter-
professional jurisdictions and practice boundaries. The extent to which these 
professions can establish themselves in the sports medicine field is dependent upon a 
number of processes including the particular historical trajectories of each profession, 
their relationship to the dominant profession of medicine and the extent to which they 
fit in with the motivations of those involved in high-performance sport. A further 
discussion of these issues and of professional boundaries more specifically appears in 
the following chapter.  
 
Theberge’s most recent work considers the ways in which the social organisation of 
sports medicine at major games (such as the Olympics), and when teams are on tour, 
affects the professional identities of practitioners. Overall, Theberge (2009b) argues 
that those involved in the Canadian Academy of Sports Medicine (CASM) 
demonstrate a strong sense of identification with the practice of sports medicine 
despite sports medicine not being recognised as a speciality area of practice by the 
Royal College of Physicians and Surgeons of Canada. This commitment to a 
specialised area of practice is particularly demonstrated at major games where 
Theberge indicates that medical practice is organised around team cohesion and 
medical issues are delegated to "whoever can do that thing best" (p. 57). Practitioners 
appeared to value each other’s expertise in preparing athletes for competition and thus 
the conventional boundaries between different medical groups (such as those between 
doctors and physiotherapists) were dissolved. In contrast, the medical services offered 
when teams are on tour are more restricted given that many teams can only afford to 
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take one practitioner – usually a physiotherapist. Importantly, physiotherapists 
practicing in this context are often expected to extend their traditional practicing 
jurisdictions in order to support athletes who may be ill, injured and/or in pain. 
Despite being generally positive about their extended duties, physiotherapists 
described instances when their lack of authority was problematic. Primarily, this was 
in relation to their inability to prescribe medication which placed physiotherapists in 
positions of greater accountability. Theberge (2009b) concludes that the organisation 
of medical services at major games has created a "levelling out" (p. 65) of the 
relations between physicians and physiotherapists whilst the provision of services on 
tour has meant physiotherapists occupy more dominant roles. Thus, Theberge’s 
(2009b) analysis indicates variability in practitioner jurisdiction depending on the 
social context and, more specifically, a reconfiguring of the conventional power 
relations between these practitioners that generally define traditional medical 
contexts. 
 
2.8. Summary 
 
This review of literature has illustrated how the emerging focus on the practice of 
sports medicine personnel has grown out of an earlier concern with athletes’ 
experiences of pain and injury. This pain and injury literature has illustrated the 
importance of considering athletes’ perceptions of self, subcultural norms, gendered 
identities, and the subcultural constraints specific to sports as particularly important in 
contouring the injury-related behaviours of athletes. As part of the movement towards 
addressing these structural issues, sociologists of sport have begun to examine the 
roles and behaviours of medical staff in sport and this literature has been highlighted. 
Two prevailing themes have emerged as part of this discussion: first, the importance 
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of inter-personal negotiation between clinicians and athletes and how this impacts on 
the balance between considerations of health and performance and second, the impact 
that practising in sport has on the identities and self-conceptions of medical staff and 
which lead to specific sets of inter-professional relations. In addition to this, the 
cultural and contextual variation in practice also identifies the need for an analysis 
which is sensitive to the developing nature of sports medicine as an area of practice. 
These themes are examined in Chapters 6, 7 and 8.      
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Chapter - 3. The Sociology of the Medical Profession 
 
3.1. Introduction 
 
In Chapter 2 I suggested that current interest in the study of sports medicine has arisen 
from a critical understanding of the risk, pain and injury experiences of athletes. 
Alongside Nixon’s (1992, 1994) analyses of coach involvement in the management of 
pain and injury, the study of sports medicine clinicians is an attempt to broaden the 
pain and injury literature by avoiding solely athlete-centred analyses (for example, 
Walk, 1997; Malcolm and Sheard, 2002; Safai, 2003). Thus far, this body of 
sociological research has broadly agreed that "medicine is practiced differently, more 
competently, and/or more ethically in non-sports contexts" (Walk, 1997: 24). Indeed, 
to establish the adequacy of Walk’s argument, we need to fully understand the 
practices of medical personnel in sport, including how the nature of medical treatment 
is negotiated via social interactions with athletes and other health-care providers in 
these work settings. Notwithstanding the importance of this literature to the risk, pain 
and injury field, Malcolm (2006b) suggests, these analyses have not endeavoured to 
"understand the sports medicine profession itself" (p. 377). In order to shed further 
light on sports medicine per se, more recent research in the sociology of sport has 
examined the working practices of sports medicine clinicians by juxtaposing this with 
the working practices of clinicians (primarily physicians) in the broader medical 
profession (see Malcolm, 2006b). In order to give emphasis to the current data on 
sports medicine in UK Olympic sport, the following discussion reviews the 
sociological literature on the medical profession more broadly. 
 
Analyses of the "power" of the medical profession have been conducted from a 
number of theoretical perspectives. The area of focus varies between macro-orientated 
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analyses that seek to understand the structural developments of the medical profession 
and the ways in which the profession has achieved considerable mandate and licence, 
to micro-orientated investigations concerned with how the perceived status of medical 
practitioners (doctors particularly) has allowed them to be autonomous and directive 
during patient-clinician encounters. Thus, the initial aim of this chapter is to consider 
the major theoretical perspectives in this regard. In so doing, it is hoped that I can, 
first, address the strengths and weaknesses of these perspectives in terms of how they 
help us to understand the social relations between clinicians, their patients and 
colleagues and how these social relations impact upon clinician autonomy. Second, 
this review will provide a further platform on which I can establish (see Chapter 4) 
the theoretical framework to be employed throughout the project. In this regard, I will 
develop my analysis from more structurally-orientated to more agency-orientated 
approaches.  
 
The second half of this chapter provides an account of the literature on clinician-
clinician relations and, in particular, the notion of boundary negotiation between 
professions. Studies of boundary negotiation have been conducted more recently in 
the sociology of health and medicine literature, as well as in the sociology of sport, as 
a critique of the "simplistic models of medical dominance" (Allen, 1997: 498) which 
characterised earlier sociology of medicine research. Much of this research has 
focussed on the subtle and context-specific characteristics of a number of health-care 
settings and the ways in which these characteristics have fostered the creation of 
multi-disciplinary workforces. For many of these authors, this has been a reflection of 
general health-care professionalisation in the UK as well as a response to changes in 
health-care provision such as the rise in patient-centred service and the growth in lay 
medical knowledge (see Scholes and Vaughan, 2002; Prior, 2003; Nancarrow and 
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Borthwick, 2005). Research has been conducted in a number of health-care contexts 
and considers boundary-demarcation among practitioners including nurses, 
pharmacists, bed-managers and homeopathic therapists. Addressing this area of 
literature is central to the current study given the dearth of sociological literature on 
particular paramedical groups such as physiotherapists which has probably also 
stemmed from the dominance of discussions about doctors in earlier literature.  
 
3.2. Early accounts of medical dominance: A functionalist 
analysis 
 
Much of the earlier work on the power of the medical profession was heavily 
influenced by the work of Talcott Parsons in his seminal work The Social System 
(1951). Addressing the medical profession from a structural perspective, Parsons 
believed that "the structures of social institutions could be explained by the social 
functions they served" (Latham, 2002: 364). For functionalists, the medical 
profession, and those involved in it, were seen primarily as contributing to the 
efficient working of the society or "system" as a whole. Principally, proponents of this 
approach are interested in the ethical character of the professions, and especially, the 
"honourable" work done by its members. Focussing primarily on the "traits" of the 
medical profession, proponents of functionalism are interested in determining the 
"true" values of professions by way of contrast with the profit and power motives of 
capitalist society. For Parsons, the professions represented the institutionalisation of 
selfless values since the professions were, within the social division of labour, 
officially committed to various forms of personal service and community welfare. 
This represented something distinct from the typical motives of occupations in 
capitalist society. Describing their functional role in society, Parsons portrayed 
medical professionals as "double-agents", their job being to use their authority as a 
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mediating tool between their clients and society as a whole (Latham, 2002). First and 
foremost, the doctor’s role is to apply a high degree of skill and knowledge in order to 
act in the best interests of the patient. More specifically, the professional uses his/her 
authority to harmonise their clients’ interests and actions with the social norms of the 
broader society. For example, doctors heal patients of their illnesses so that they may 
return to satisfying their social obligations, such as their work or parenthood. In this 
regard, Latham describes how the "deviant client is ‘mainstreamed’ through the 
intercession of the professional" (2002: 364). In Parsons’s view, the professional 
constantly uses his/her authority to negotiate and re-negotiate the normative 
boundaries between the individual and society so as to maintain social stability and 
order. 
 
In terms of his understanding of medical practitioners, Parsons contends that such 
individuals have their own particular type of authority associated with their "technical 
competence" (1951: 447). Such authority allows professionals to be obeyed without 
question for professionals are believed to be the sole possessors of particular bodies of 
knowledge. The unquestioned and uncritical acceptance of doctors’ expertise by 
patients is illustrated by Latham (2002) who contends that "my physician does not 
need to persuade me to take my medicine: and he is not at liberty to force me to take 
it. He tells me to take it twice a day with meals and I do" (p. 366). Notwithstanding 
Parsons’s understanding that the professional has some form of authority or status in 
society, he argued that this authority was not motivated by individualistic desires for 
power or money, such as those highlighted by Marxists, as such desires would be 
achieved at the expense of the promotion of functional social norms. Rather, Parsons 
argued that professions are successful in promoting these norms, simply because 
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professionals are motivated by achieving positive reputations and statuses among their 
peers and society generally, as opposed to a yearning for power and money. 
 
3.2.1. The "sick-role" and the "functions" of doctor-patient 
interaction 
 
Perhaps Parsons’s most influential work in medical sociology is his analysis of the 
"sick-role". The sick-role encapsulated types of behaviours surrounding illness, when 
individuals’ social obligations are suspended. Gerhardt (1989) identifies two models 
of illness in Parsons’s work on the sick-role. The first, she describes as the "capacity 
model" (p. 16) in which patients fail to stay healthy. This, she argues, is not the result 
of human motivation to remain ill but a natural occurrence which offers patients the 
opportunity to recover. The second, more complex, model treats illness as deviance. 
Importantly, Parsons did not see medical knowledge as being socially defined in the 
way that many now accept.1 Scambler (1997) suggests that prior to the 1950s, "the 
term ‘deviance’ was reserved for behaviour for which individuals could be held 
responsible; infractions of the law were seen as paradigmatic" (p. 171). Scambler goes 
on to suggest, however, that the outlook of deviance significantly changed with the 
work of Parsons (1951) who defined illness as being deviant as it served to disrupt the 
social system by inhibiting people’s performance of their regular social roles. Parsons 
believed that if such disruption was to be reduced, then the behaviour associated with 
illness must be controlled. As such, control was employed through the management of 
social roles for the sick and for doctors treating the sick (Scambler, 1997). For 
Parsons, the sick-role is universalistic in that all people, regardless of their status, age 
or gender may be admitted. In the process of the sick-role, doctors are regarded as 
                                            
1 That is to say, the general shift in the social sciences towards more qualitative approaches (firstly 
feminism and latterly post-structuralism) questions whether medical knowledge, is "truth"/reality 
congruent, or whether alternative forms of knowledge, for example, lay knowledge about the body, are 
equally or more valid. 
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gatekeepers, policing the access to and exit from the sick-role, reinforcing the 
importance and facilitation of the latter in particular. In formulating the "sick-role" 
therefore, Parsons sought to explain the relationship between medical professionals 
and those who are ill. Parsons’ analysis has four principal themes: 
1) the sick role legitimates exemption from normal social responsibilities; 
2) the sick person needs help and cannot be expected to become well through 
unaided action; 
3) there is an obligation on the sick person to get well; 
4) there is an obligation to seek technically competent help and to cooperate 
with that help in trying to get well (1951: 436-437). 
 
Parsons’s first theme emphasises that sick people are allowed, and perhaps required, 
to take time away from (or give up) some of their everyday activities and 
responsibilities. Second, they are regarded as being in need of some form of care. 
Given Parsons’s contention of sickness as deviant and in need of legitimation and 
social control, the individual is obliged to seek the aid of others. Thus, in accepting 
the sick-role, and fulfilling their obligation to get well, power is invested in others 
(such as doctors), who are responsible for deciding who is legitimately sick and what 
action needs to be taken to enable their return to a socially accepted role. In this 
regard, medical professionals such as doctors are facilitated by the admittance of a 
patient into the sick-role as patients are required to access their services. It is useful to 
consider patients and doctors as occupying interdependent social roles that facilitate 
interaction where both parties are required to meet their personal expectations and 
obligations so as to ensure patients return to their everyday social roles (Morgan, 
1997).  
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The purpose of Parsons’s analysis is to show that the relationship between the doctor 
and patient is a temporary and not a permanent system of interaction. Another aspect 
of Parsons’s deviance model is the notion that the sick-role may become an attractive 
alternative to working pressures, thus providing a way of "evading social 
responsibilities" (Parsons 1951: 431). Parsons’s analysis identifies the general societal 
expectations on doctors and patients, and indicates how commitment to these 
expectations facilitates the process of interaction. In this regard, Bissel and Traulsen 
(2005) contend that doctors and patients "construct patterns of stable interaction and 
learn appropriate social roles" (p. 43). Both doctors and patients are aware of how 
each other is expected to behave and, by accepting these roles, they reduce the 
potentially unsettling effects illness could cause in society. Indeed, the prospect that 
illness may jeopardize social order is central for functionalists such as Parsons for, as 
Bissel and Traulsen (2005) argue, "the feelings of stigma, shame and responsibility 
which accompany many illnesses result not just from the threat to bodily integrity, but 
because of the threat to the social system and social order more generally" (p. 45). 
 
Having highlighted the central features of functionalist approaches to the medical 
professions, the following discussion seeks to highlight some critical questions 
concerning the adequacy of this approach. It addresses four central themes including: 
the problems associated with consensus; assumptions of uniformity of professional 
and functional unity; its macro-orientation and its conception of power. 
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3.2.2. A critical review of the functionalist approach to 
professions 
 
Functionalist concepts such as the sick-role have raised a number of questions among 
sociologists. Primarily, these have concerned the relevance of functionalism to a 
number of disease states and medical practices that exist in contemporary society. To 
begin with, functionalists have a tendency to stress consensus over conflict. For 
example, they tend to see the role of professions such as medicine as harmonious and 
moral, where integration and harmony are seen and assumed as the norm, and 
controversy and conflict are regarded as momentary exceptions that will be rectified 
in due course. Hughes (1958) criticised this theoretical approach by suggesting it 
assumed and adopted the "ideal-image" of a profession, offered by the profession 
itself. Thus, the functionalist approach fails to critically evaluate claims of the 
profession, and therefore fails to move away from idealistic views espoused by those 
individuals fulfilling roles within this profession. We might suggest therefore, that the 
functionalist approach indicates what the nature of the professions ought to be, rather 
than what they are in reality and, in this regard, this approach is less adequate for 
sociologists who are attempting to provide a more reality-congruent understanding of 
social processes. Morgan (1997) also notes that "whereas Parsons’ analysis 
emphasises the consensual nature of the roles and relationships between doctors and 
patients, in reality, tensions and strains often exist" (p. 50). For example, Morgan 
draws on doctors’ conflicting demands arising from their attempts to act in the "best 
interests" of the patient at the same time as honouring their duty to the interests of the 
state. Moreover, doctors may have their own moral positions on certain medical 
procedures (e.g. abortion), which may further impinge upon their decisions to provide 
or encourage particular forms of treatment.  
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Second, the functionalist approach assumes that all individuals within professions 
possess the same desires and goals simply because they are professionals. By 
assuming that the needs of the people and groups who constitute the profession are the 
same as the needs of society itself, functionalists cannot account for those 
professionals who may exploit their status or authority. For example, functionalists 
cannot adequately explain instances of doctors who may be influenced not by status 
and respect as Parsons implies, but by other incentives; by way of illustration, 
Waddington’s (2002) research on doctors and physiotherapists working in 
professional football highlights how some doctors emphasised that their work in sport 
was "the next best thing to playing" (p. 54) and thus, a process of self-aggrandizement 
despite their limited relevant skills. Functionalists may examine this as another form 
of deviant behaviour, which in time will be remedied by society. However, thus far, 
functionalists have been unable to explicitly account for such behaviour. In relation to 
this, the functionalist model has ignored the failure of professional institutions to 
guarantee the quality of their members’ work. If there are no set criteria for 
professional standards, then it is difficult to know whether doctors do indeed adhere to 
particular values that are deemed to be for the "good of society". 
 
Third, despite Parsons’s extensive contributions to the sociology of medicine, his 
analysis has been confined to the illumination of the sick-role. Turner (1995) critiques 
Parsons’s use of the sick-role, suggesting that his "analysis of social roles often fails 
to grasp the phenomenological construction of consciousness in everyday interaction" 
(p. 211). Here, Turner contends that Parsons’s analysis does not offer an adequate 
understanding of the more intricate processes of interaction between doctors and 
patients and the ways in which patients feel about and understand their designated 
sick-role. Through its macro-orientated nature, functionalism provides little scope for 
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us to understand how individuals make decisions based on what is important in their 
lives and how they might, to some extent, actively seek to create their own social 
worlds. Furthermore, in relation to the interaction between doctor and patient, 
Parsons’s model portrays a highly unequal power relationship in which the doctor 
occupies the dominant position by virtue of his expertise and the patient merely co-
operates. There may be instances, however, where other forms of relationship emerge 
which are subject to differences in the relative power and control exercised by 
negotiating individuals. One such example may be interactions that occur between 
clinicians and athlete-patients whereby clinicians have been considered as occupying 
weak roles relative to their patient-clients (Roderick, 2006; Malcolm, 2006a, 2006b, 
Theberge, 2007). Relationships of this kind will thus be an important feature of the 
current study.  
 
Finally, for functionalists, power is "a generalised social resource ... given by general 
consensus to those who have earned it through their contribution to society" (Lupton, 
2003: 105). Thus, power is overtly positive, based on legitimate authority and 
achievement. Lupton (2003) further argues that "medical dominance, or the authority 
held by the medical profession both in the medical encounter and in the broader 
public sphere, is viewed as the desirable method of maintaining a social distance 
between the doctor and the patient" (p. 105). Because of their dependence on doctors 
for advice and treatment, patients are portrayed as unable to make decisions about 
their own health, offer alternatives in the medical encounter or even weigh up 
treatment options provided by doctors. Thus, this perspective overlooks the elements 
of agency which patients are able to achieve. A further critique of the functionalist 
perspective on power is in terms of how the different power relationships between 
doctors and their patients vary between certain groups in society. For example, how 
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does the power balance shift between male and female patients and/or patients from 
lower and higher social classes? Functionalists do not recognise that professions may 
be structured so as to promote and reinforce the interests and needs of those that have 
accrued power and wealth in society. This has been more adequately examined by 
Marxist sociologists who suggest that the "professions exercise control on behalf of 
the capitalist class under the support of the state; this form of social regulation 
constituting medical dominance" (Willis, 1994: 6). It is to this that I now turn.  
 
3.3. Marxism and the medical profession 
 
In keeping with the broader Marxist perspective, professions are essentially a product 
of capitalism, that is to say, they take their modern form only in industrialised 
societies. The professions are regarded as dominant occupations in society, their role 
being to act as a form of societal control, serving to reinforce the mechanism of the 
capitalist society. As Turner (1995) explains: 
Professional dominance is of special importance to capitalism and professional 
bodies under state protection have a peculiar contribution to make to the 
economic and political functioning of a capitalist system. Professional groups, 
alongside other members of the new middle class, contribute to the 
legitimization of production under capitalist conditions by contributing to the 
management and surveillance of the working class (p.130).  
 
In stark contrast to the functionalist belief that professions are stabilising concepts to 
the moral and ethical running of society, Marxists believe that professions work on 
the basis of ensuring their strong economic position in relation to the capitalist 
market. In this regard, Turner (1995) explains that "the Marxist analysis of the 
professions denies the normal function of the professions and questions its ethical 
character by emphasising the role of power and market control over the legitimising 
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function of knowledge" (p. 130). Whilst doctors may be initially regarded as 
employees like any others, in contrast to less technically complex occupations (for 
example, labourers) being a part of a profession, by virtue of the specialist skills 
involved, brings with it opportunities for improving the worker’s position in the 
market. In the case of the medical profession, doctors need to have expert skills and 
knowledge in order to work effectively. By achieving these skills, the professional is 
immediately placed in a more powerful position in society. The accrued power of 
particular professionals affects both the macro and micro levels of society at one and 
the same time: first, the effects that their economic status has within the broader 
capitalist society; and second, the implications this economic position has for the 
interactions between these individuals and other less powerful members of society. 
These will be discussed in more detail in the following section. 
 
3.3.1. The Development of the Medical Profession  
 
Marxism alerts us to the fact that the desire to become a profession is the desire to 
collaborate with others in an attempt to improve one’s market position. Marx believed 
that service industries such as the medical industry, were "productive" since they 
added surplus value to the capital. Prior to capitalism, in many societies, treatment for 
illness was the responsibility of a family member or village elder. In contrast, under 
capitalism, medicine began to assume the characteristics of a more conventional 
business. The medical profession has expanded in such a way that it exerts monopoly 
control over the licence to practice and as such has become a relatively dominant 
social group. In this regard, C. Wright Mills explains that "the continued expansion of 
professionals is seen as an explosion of experts. The fusion of knowledge and power 
has created a new kind of professional who is in process of replacing existing ruling 
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groups" (cited by Turner, 1995: 16). Medical care has become an institution and as 
such has control over the number and expertise of doctors. In order to ensure they 
keep abreast of their well-being, patients now need to invest much more heavily in 
their health-care through payment for particular treatments and health insurance.  
 
However, the doctor is also dependent on the patient, as in order to continue 
practising successfully, patients need to return and new patients need to be generated. 
Given that the patient is dependent on these professionals to get better, this is not 
difficult for the doctor. The implication of this for the position of the doctor in society 
is clearly expressed by Starr (1989) who states: 
While specialisation creates systematic relationships of interdependence, it 
also introduces potentialities for autonomy. So, the disparity between the 
producer (doctor) and consumer (patient) has grown as a consequence of the 
institutionalisation of the medical profession such that the patient becomes 
more dependent on the doctor (p. 446).  
 
In keeping with a Marxist analysis of social class, the health system serves to mirror 
the class structure of the broader society, where medics as capitalists seek to exploit 
their patients. This however, is only possible under certain conditions such as the 
marketable position of the medical profession where medics are able to exert a greater 
degree of control over their working conditions. By virtue of this control, medics are 
able to structure the sale of their labour to favour themselves. As a consequence of 
doctors’ expert knowledge, the relationship between doctor and patient works in a 
similar way to Parsons’s conceptualisation of the sick-role where the patient is 
constrained to visit the doctor in order to get better. Marxists, however, go further in 
their analysis than Parsons, suggesting that the growing number of professionals in a 
field such as medicine has had consequences for the types of doctor-patient 
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relationship. As such, the role of power in the professions allows those within these 
professions to enjoy a privilege that enables them to both manipulate and control the 
market and their clients. For Marx, the institutionalisation of the medical profession 
has also raised fundamental issues surrounding social differentiation and class 
structure. Johnson (1972) argues that the development of social distance between the 
doctor and patient "has led to the greater helplessness of the client (patient) and the 
greater exposure to possible exploitation" (p. 44). By way of summary then, Johnson 
notes that: 
In identifying the nature of occupational activities we must first look at the 
general consequences of the social division of labour. In all differentiated 
societies, the emergence of specialised occupational skills, whether productive 
of goods or services, creates relationships of social and economic dependence 
and, paradoxically, relationships of social distance. Dependence upon the 
skills of others has the effect of reducing the common area of shared 
experience and knowledge and increases social distance (1972: 41). 
 
In a further analysis of the control that particular occupations have in society, Johnson 
(1972) highlights types of control that emerge as a result of the balance of power 
between consumer and producer and the effect that these relationships have on 
occupations’ potential for autonomy. He identifies three types: 
1) Collegiate – whereby the producer defines the needs of the consumer and 
the ways in which these needs are served 
2) Mediative – whereby a third party (e.g. the state) intercedes the producer-
consumer relationship and defines the manner in which consumers’ needs 
are met 
3) Patronage – where consumers are able to identify their own needs and the 
ways in which those needs can be served, reducing the producer to become 
the "client" 
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In terms of his discussion of "patronage", Johnson argues that such systems allow the 
consumer to "define their own needs and the manner in which those needs are catered 
for" (p. 65) and thus, the technically-based authority and the typical social distance 
this affords occupations is minimal. Johnson highlights two core types of the 
patronage system: 
1) Oligarchic - characteristic of aristocratic societies in which occupations 
were subject to the control of a landed aristocracy 
2) Corporate – associated with the growth of bureaucratic organisations in 
industrial societies where service demands emerge from a small number of 
large-scale private and public corporations 
 
Whilst these types of patronage differ in relation to the ways in which patrons 
establish autonomy, practitioners are assessed within this system not on their technical 
abilities but the ease with which they fit into the social circles of their clients. In this 
regard, clients are less concerned with assessing the technical knowledge of 
practitioners but are more concerned with the extent to which knowledge adheres to 
the practical needs of the patron. 
 
3.3.2. Macro-sociological processes and economic reductionism 
 
It has been argued that the traditional Marxist analysis tends to exaggerate the 
explanatory power of economic forces and thus has been criticised for being 
economically reductionist. In a similar way to the functionalist framework, the 
Marxist perspective provides us with a macro-sociological analysis of social 
structures, political processes and economic conditions all of which, in various ways, 
Turner (1995) suggests "shape the nature of health in modern societies" (p. 212). 
Marxism is dramatically different from the functionalist approach, however, 
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principally because of the stress it places upon the divisions in society and its focus on 
conflict as opposed to harmony. Like functionalism, however, the limitation of 
Marxism also lies in its lack of explicit analysis of the more intricate processes of 
interaction on a micro-sociological level, a point that will be raised again in more 
detail in relation to the interactionist perspective. However, in an approach that shifts 
away from the explanatory power of the economy and towards the social control of 
ideas, Larson (1977) examines the development and structure of the medical 
profession from a Marxist-informed analysis. Providing an additional macro-
sociological contribution to the power of the medical profession, Larson examines 
"how the occupations we call professions organised themselves to attain market 
power" (1977: xiv). Building on the ideas of interactionist scholars such as Friedson 
as well as utilising themes from Marx, Weber and Gramsci, Larson attempts to 
remedy the criticism of conventional interactionist approaches for being too micro-
oriented by attending to issues of social structure. In particular, she examines how the 
autonomy of professions "ultimately depend upon the power of the state" (1977: xii) 
as well as how they are situated in the broader class-structure. 
 
Her theoretical model of the "professional project" draws upon Weber’s 
understanding of social stratification in terms of his ideas on economic and social 
order as well as the notion that "specialist expertise" allows practitioners increased 
opportunities of marketability and thus opportunities to "actively strive to change the 
system of social stratification to their advantage" (MacDonald, 1995: 13). Larson 
(1977) contends: 
Professionalisation is thus an attempt to translate one order of scarce resources 
– special knowledge and skills – into another – social and economic rewards. 
To maintain scarcity implies a tendency to monopoly: monopoly of expertise 
in the market, monopoly of status in the system of stratification. The focus on 
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the constitution of professional markets leads to comparing different 
professions in terms of the ‘marketability’ of their specific cognitive resources 
(p. xvii).  
 
Thus, for Larson, the professional project is an "organisational project" (1977: 74) in 
which professionals regulate themselves in order to control the dissemination of 
knowledge and compete with other groups for the marketisation of their services in 
order to establish market monopoly and achieve social status.  
 
Whilst adopting a broad range of theoretical tools, Larson’s analysis remains 
associated with issues of social class and thus, her work (as well as broader Marxist 
analysis) cannot be used to examine the exploitative relationships that females, 
members of minority ethnic groups and those with disabilities may experience. It is to 
issues related to the former group that I turn through an examination of the feminist 
paradigm.  
 
3.4. Feminism 
 
As a critical sociological approach, the feminist perspective brings the experiences of 
women in society to the forefront of its analysis. In general, feminist writers have 
criticised traditional sociological approaches for paying scant attention to women, 
whom they believe to have certain experiences and interests in common that are 
distinct from those of men (see Hargreaves, 1992). The rationale for conducting a 
feminist critique of professions is a reflection of the highly gendered nature of 
physiotherapy in particular alongside the notion that other predominantly female para-
medical professions (e.g. nursing) have been typically explored from a feminist-
informed lens. Within this theoretical approach, however, there are a number of 
differing features to feminist thought, and whilst feminists agree that women are an 
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oppressed group in society and that changes should be made to overcome such 
oppression, there are differences in the ways in which this oppression is conceived, 
and thus, what changes should occur. Whilst one must acknowledge these differing 
feminist strands, for the purposes of this review, discussion will focus primarily on 
feminist discussions surrounding the concept of patriarchy and how the structure of 
patriarchal society affects women’s place within (and interaction with) the medical 
profession. Patriarchy, in this respect, is essentially based on the household as a 
context in which men dominate women economically, sexually and culturally. 
Women exchange their unpaid domestic labour in return for their upkeep and 
protection. Secondly, feminists (particularly Marxist feminists) propose that the 
domination of women is closely related to capitalism. In the home, women’s domestic 
labour supports men such that men can be free to take part in their work. Outside the 
home, the exclusion of women from particular occupations has enabled employers to 
keep wages down.  
 
These uses of patriarchy are perhaps also the most common ways in which feminist 
writers have discussed the experiences of women in the medical profession. Put 
simply, feminist sociologists of medicine argue that there is an exclusion of women 
from the more high-status and higher-paid jobs in the medical professions such as 
consultants and physicians and an emphasis on women in the more remedial and 
semi-professional roles such as nursing (and we might add physiotherapy). Whilst, for 
the purposes of the current review, focus will remain on the subordination of women 
in the health professions, Witz (1992) argues that patriarchy is a general feature of 
professional dominance and not just of the health professions per se. However, Elston 
(1993) suggests that "medicine has been held up as a particularly extreme case of 
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patriarchal exclusionary closure, whereby overt and covert discrimination has kept out 
all but a handful of women" (p. 29).  
 
How are men able to dominate women in society and, more particularly, in the 
medical profession? Arguably, much of the feminist literature on medicine (both in 
general and in the sociology of sport) has focussed on how medicine has been used to 
control women – emphasising the essential biological differences between men and 
women and the pathologising of various female conditions (notably childbirth and 
menopause, but most classically the connection between hysteria and hysterectomy) 
as an explanation for women’s inferiority and incapability for undertaking these roles. 
A more detailed answer to this question, however, can be sought in a number of ways. 
The following discussion begins with an analysis of some of the explanations for 
these patterns of women’s involvement in the professions.  
 
3.4.1. Women’s exclusion: The early influences 
 
It has been argued that the history of witchcraft and the suppression of females 
perceived to be witches should be regarded as part of the history of the exclusion of 
women from medical practice (Ehrenreich and English, 1972). Not only was 
witchcraft an attack on women’s sexuality, it was also an attempt to impede "wise 
women" (Turner, 1995: 89) from practising forms of medicine in their local area. As 
the development of medicine emerged as a distinct profession requiring technical 
knowledge, expertise and formal training, medical activity became a male preserve 
and, as a result, "wise women" and midwives were considered to be increasingly 
suspicious. Ben-Yehuda (1980) suggests that the professionalisation of the medical 
profession coupled with the suspicious nature of witches and witchcraft, provided the 
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"perfect excuse for male medical practitioners to exclude women from the 
competitive struggle for clients" (cited in Turner, 1995: 89). 
 
Not only were the practices that women participated in subjected to social ridicule and 
exclusion, there were also a number of emergent biological arguments that were used 
as "proof" that women could not perform various tasks, particularly those skills 
needed to be a medical practitioner. For instance, the rationale used to explain why 
women could not participate in sport was mirrored in explanations of why women 
may not have been regarded as suitable for a role in medicine. Most significantly in 
this regard, women were considered to be the weaker sex, both in terms of their 
physical strength in relation to men (which was given great importance at the time) 
and emotionally. The particular symptoms of this weakness, including fits, 
uncontrollable weeping and general erratic behaviour, were regarded as obstacles to 
the entrance of women into the medical profession (Turner, 1995). Initially, it was 
also believed that the only way women could prevent the suffering of these symptoms 
was to be sexually involved with a man and, more importantly, to become pregnant. 
Turner (1995) suggests that the implications of these labels and ideologies were that 
women could only lead healthy lives insofar as they were sexually connected to a man 
in a lawful marriage where the aim of the marriage was reproduction. As a result of 
these cultural beliefs, women’s roles became affiliated to the functions of wife and 
mother within the family unit. Indeed, feminists argue that these early cultural 
ideologies and thus the notion that women were primarily tied to work in the 
household, resulted in women finding it difficult to pursue jobs such as those within 
the medical profession. Furthermore, the notion that women were originally excluded 
from formal educational training meant that men attained a greater degree of technical 
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knowledge – a central premise to the development of specialist skills and knowledge 
that underpinned the medical profession.  
 
Feminists argue that, taken together, these particular strategies have helped to 
maintain women’s subordination in many areas of social and working life. As Witz 
(1992) explains:  
Gendered forms of exclusionary strategy have been used to secure for men 
privileged access to rewards and opportunities in the occupational labour 
market. These strategies employ gendered collectivist criteria of exclusion for 
women – creating women as a class of "ineligibles" through excluding them 
from routes of access to resources such as skills, knowledge, entry credentials, 
or technical competence, thus precluding women from entering and practicing 
within an occupation (p. 40) 
  
3.4.2. Medical time 
 
Not only have feminist writers explained the lack of women in higher medical roles as 
a consequence of culturally ingrained sex-role stereotyping over time, it has also been 
argued that time (or the lack of it) is an important factor when examining the few 
women who occupy medical positions. As a consequence of their domestic work in 
the home, it is argued that women are limited in terms of the types of jobs that they 
can attain. Pringle (1998) suggests that women’s career paths tend to be cyclical in 
nature, with a constant need to plan their daily routines around life at home and work 
(such as their household responsibilities) and where their lives are characterised by 
compromises and hold-ups such as getting married, having children and managing a 
family. As a result, feminist writers argue that women (in contrast to men) need to 
mediate between their roles as women and their roles at work, such that they are 
performing a juggling act of various kinds of time. Caring for children is regarded as 
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one of the central "problems" for women given the difficulties in being able to 
dedicate all of their time to an occupation such as medicine, where there is a 
dimension of 24 hour on-call responsibility. In this regard, Pringle (1998) notes that 
"medicine has evolved as a global culture with rigid conceptions of what constitutes 
good practice and huge reluctance to ‘water these down’" (p. 5). The option for 
women to be involved in high-status medical positions on a more part time basis is 
less accepted. Indeed, part time work per se is less valued and seen as less committed. 
Therefore only certain jobs (normally lower-status roles) are open to and embarked 
upon in this capacity. Broader structural restrictions that women face make part time 
work less problematic and thus women are constrained into taking lower-status 
roles/occupations. In light of this, there are roles that feminists have highlighted as 
being socially appropriate for women in a patriarchal society. Perhaps the most 
significant of these roles in relation to the medical sector is the nursing profession. 
 
3.4.3. Women’s work in medicine: The case of nursing 
 
For feminists, nursing provides an excellent example of the "subordination of women 
to patriarchy and the exploitation of women under ideologies which assert the 
naturalness of caring and nurturing as a feature of the female personality" (Turner, 
1995: 146). As examined above, feminist writers have drawn our attention to some of 
the stereotypical values that have served to reinforce the types of work/activities that 
are regarded as socially appropriate for women. In particular, feminists have argued 
that women have been socialised into doing particular tasks, such as housework and 
childcare, which have thus excluded women from roles that remove them from these 
"essential" responsibilities.  
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Feminist scholars address a number of reasons why nursing is regarded as a socially 
appropriate occupation for women. Primarily, they argue that the connection between 
masculinity and leadership has meant that men are automatically believed to be better 
suited to the higher-ranking medical positions such as physicians and consultants 
which are regarded as "responsible" and "dominant" (Pringle, 1998). In contrast, 
nursing is often conceived as a subordinate role and was thus regarded as being 
particularly appropriate to the "feminine psyche". Furthermore, feminists argue that 
the characteristic features of nursing (low prestige, low autonomy, servicing role) 
have much in common with, or are an extension of, womens’ roles as wives and 
mothers. In this regard, feminists argue that any authority that nurses may possess is 
subsumed under doctors’ authority, which is reminiscent of the subordination of 
wives to their husbands’ authority (Witz, 1992).  
 
Whilst nursing has been used as a case study to highlight feminist notions of male – 
female gender relations in the medical profession, there are other types of female 
dominated occupations which have also been critiqued using a feminist approach (e.g. 
midwifery, see Pringle, 1998). Larkin (1983) has also provided an insight into the 
profession of physiotherapy as another occupation dominated by females.  
 
Thus far, this discussion has highlighted the central tenets of feminist perspectives on 
the exclusion of women from particular occupations in health-care. A feminist 
critique of the professions, particularly those critiques which are historically sensitive, 
are valuable to our understanding of the social organisation of medicine as they draw 
our attention to the divisions of labour in medical practice, especially in terms of the 
inter-professional relations between men and women. By way of summary then, 
feminist research on the health-care professions has focused on the following points: 
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1) the exclusion of women in higher roles within the medical profession; 
2) the way in which patriarchy is connected to the organisation and running of 
medicine; 
3) the ways in which women service and support men in the medical 
profession and the ways in which this limits their own claims to autonomy and 
authority within this profession and in competing professions. 
 
By drawing our attention to the male-dominated character of medicine, feminists have 
argued that women have been controlled by men such that they have become centrally 
orientated towards their roles as sexual object, wife and mother. Moreover, feminists 
highlight the limited avenues that men have created for women to be involved in the 
medical profession and the notion that such avenues are primarily associated with 
culturally held beliefs of appropriate female qualities. Feminists argue that men’s 
creation and control of medical "subdisciplines" or "paramedical" roles such as 
nursing, have been central to fuelling the "commonsense" organisation of social life 
as gendered; that is, men being dominant and women servile. Of course, whilst 
women have become increasingly accepted into higher-status roles within the medical 
profession, particularly after the nineteenth century, this is not to suggest that gender 
relations are no longer important. As Witz (1992) notes, gender relations remain 
influential in the inter-professional relationships within medicine. Feminist work has 
been valuable to the development of our knowledge about the role of gender in this 
process. However, it is worthy of note that, in particular practising environments, 
gender relations and, indeed, gender segregation of medical practitioners may be 
increasingly complex. Aside from discussions of the dominance of doctors over 
nursing staff, of more relevance to the current project is how gender may be a 
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significant mediating factor in the inter-professional relations between sports 
physicians and physiotherapists. 
 
To note briefly, the discipline of physiotherapy emerged primarily as an all-female 
occupation, with male members first admitted in 1919 (Barclay, 1994). Today, 
physiotherapy remains, like nursing, a largely female occupation where 
approximately 80% of The Chartered Society of Physiotherapy (CSP) members are 
female (Malcolm, 2006b). However, this ratio is not reflected in the sports context, 
where physiotherapy appears to be less dominated by females. The apparent 
gravitation of males towards sports physiotherapy, and the reasons for such a move, 
would be a valuable area for sociological analysis. For example, the movement of 
males into sports physiotherapy may be perceived as yet another example of men 
moving into senior positions within a profession (if we accept that sports 
physiotherapy is in some way elite) and thus supporting of the feminist position. 
Whilst this area of analysis would highlight how gender issues broadly contour 
occupational structures, gender is not at the forefront of the current analysis. Instead, 
the current project seeks to address the day-to-day considerations which form 
clinicians’ working lives. This alerts us to the importance of more micro-oriented 
concerns, and it is to these that I now turn. 
 
3.5. Interactionism 
 
In any practicing or consulting profession, there is an inevitable direct relationship 
between practitioner and client. Thus, in this section of the review, I will draw 
attention to the importance of face-to-face interactions between doctors and patients. 
More specifically, this section attempts to move away from the "rational" doctor-
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patient relationships that have been discussed in earlier theoretical schools2 and 
towards a more adequate analysis of such relationships by introducing some of the 
conflicts and constraints that occur during these interactions, particularly in relation to 
the structural and situational aspects of the relationship between doctor and patient. 
Primarily, this section will focus on the processes of bargaining and negotiation that 
occur as part of doctor-patient interactions, the influence on situational settings and 
interactionist conceptions of power. Understanding these conflicts and constraints is 
important, particularly in relation to how they vary depending on the doctor’s 
particular work setting.  
 
3.5.1. Models of medical interaction 
 
A number of writers have described the interaction between people in terms of actors 
playing roles (see Goffman, 1959). In this regard, having a specific role, such as a 
doctor, patient, teacher, etc. brings with it particular duties, or at least, particular 
expectations for behaviour. Interactionist writers such as Goffman (1959) have used 
the analogy of a play to describe the means by which the social roles of a number of 
individuals come together to form processes of interaction. Goffman (1959) argues 
that initially the social actor will perform their role as if it were a script, where the 
actor adheres to the socially designated requirements of the role they are playing. 
However, as Tuckett (1976) explains, "just like playwrights give more or less room 
for interpretation, so the discretion available to a person playing a particular social 
role will vary" (p. 191). 
  
                                            
2 By a "rational" relationship, I am referring to the nature of the doctor-patient relationship in which the 
doctor is in a position of authority and is the possessor of knowledge. The patient by contrast is seen as 
an individual who, by seeking the doctor’s superior knowledge, places him/herself in a relatively weak 
power position and accepts the doctor’s medical expertise.   
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Essentially, role performance is a negotiated practice and as such, there are variations 
in the outcome of these negotiations. Such variations may derive from the 
requirements of the social role itself, the personal interpretations of the role or the 
influence of other individuals involved in the negotiation (Tuckett, 1976). For the 
purposes of this review, the influence of the "other" in an interaction is essential to the 
relationship between doctor and patient. For example, doctors are particularly 
dependent on people who are prepared to "be" or "act" like patients and to understand 
and to submit themselves to the doctor’s treatment. Tuckett (1976) notes that in a 
doctor-patient encounter, both parties will provide each other with clues about how 
s/he wants to behave and how s/he expects the other to behave. These symbolic clues 
may emerge from the social context or the circumstances of the interaction, such as an 
office or sports field. In the verbal interaction that develops, Tuckett (1976) highlights 
three broad possible outcomes depending on the course of the negotiations that take 
place. First, the doctor and patient may already have defined the situation in similar 
ways at the outset, and therefore may agree on the most suitable course of action. 
Second, after a process of negotiation, the doctor and patient may progressively move 
towards a common agreement through the doctor’s movement toward the patient’s 
conception or vice versa. Alternatively, both parties may disagree entirely and never 
reach a common agreement that is suitable for both. Thus, the negotiation may break 
down. 
 
Processes of negotiation, or "bargaining" are influenced by power. In relation to the 
doctor-patient relationship, patients are often regarded as being in relatively weak 
power positions in comparison to doctors given the social status and authority 
generally awarded to professionals.  In a discussion of the power dynamics during the 
doctor-patient encounter, Szasz and Hollender (1956) suggest that, in order to get 
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well, it is essential that the patient consent to the advice given by the doctor and 
follow it. They argue:  
Since he (the patient) suffers, he seeks help and is ready and willing to 
cooperate. When he turns to the physician, he places (him) … in a position of 
power … The more powerful … will speak of guidance or leadership, and will 
expect cooperation of the other (cited by Friedson, 1970: 316). 
 
 
In this relationship, the patient accepts that s/he needs treatment, accepts the doctor’s 
authoritative status, and is thus likely to follow the doctor’s instructions. This 
interactive model, defined by Szasz and Hollender (1956) as the guidance-co-
operation model, describes what many of the early sociological approaches to 
professions believe to be the most common doctor-patient relationship. However, 
Szasz and Hollender propose two other interaction models alongside guidance-co-
operation. A second, the activity-passivity model, refers to the patient as a passive 
object and the doctor as active. In this model, the patient is more or less helpless in 
relation to the doctor. This model could be used to describe a patient in the operating 
room, or someone who is under anaesthetic. Finally, Szasz and Hollender suggest a 
mutual participation model, which describes a relationship in which the patient is 
primarily responsible for their own health-care. This model is particularly applicable 
to the management of long-term chronic illnesses such as diabetes or cancer where the 
patient may be relatively well informed about their medical condition and thus in a 
stronger position to negotiate. This model could also be useful for understanding the 
processes of negotiation between sports medicine clinicians and athletes where 
athletes may possess a greater knowledge of their injuries, particularly if these injuries 
are recurrent. 
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Whilst we may be able to provide empirical examples of where Szasz and Hollender’s 
interaction models are evident, as Friedson (1970) argues, these models do not go far 
enough. For Friedson, there are other examples of interaction that Szasz and 
Hollender have not accounted for or have disregarded. For Friedson, there may be 
instances where the doctor assumes an entirely passive role, thereby necessitating an 
alternative to how the activity-passivity relationship was originally intended. Whilst 
he notes that it would be difficult to find evidence to support this type of interaction, 
he argues that this scenario is logically possible and thus warrants discussion. Perhaps 
more realistically, however, Friedson argues that there is evidence of relationships in 
which the patient guides the discussion of their illness and the doctor co-operates. 
Sport could offer an excellent example of this type of doctor-patient relationship. 
Research has shown that the patient/sportsperson is in a relatively strong position to 
be able to negotiate the treatment s/he receives (Theberge, 2007, 2008; Malcolm, 
2009).  
 
In this regard then, Szasz and Hollender (1956) appear to maintain what I described 
earlier as the "rational" or "normative" based model of doctor-patient interaction. By 
always placing the doctor in a position of power over the patient, they neglect the 
potential for various power dynamics that may occur between the doctor and patient 
in a process of interaction. For a more adequate representation of power dynamics in 
the medical profession, and in particular how these power dynamics may vary 
depending on the "everyday work settings" in which individuals practise, it is useful 
to draw more extensively on the work of Friedson (1970).  
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3.5.2. Power in the everyday work setting 
 
In a similar way to the approaches reviewed thus far, Friedson understands the doctor 
as occupying an authoritative and powerful position within the medical profession. 
However, in a discussion of his work, MacDonald (1995) suggests that Friedson 
(1970) represents an important development in the "power approach" to the sociology 
of professions. In this regard, Friedson moves away from the normative based 
relationship between doctor and patient where, by virtue of his specialised knowledge, 
the doctor is in a greater position of power and is able to control the course of the 
interaction between himself and the patient. Alternatively, Friedson argues that the 
influence of the doctor on the patient will "hinge essentially not on physical power or 
professional authority but on his capacity to persuade the patient of the value of his 
views" (1970: 320 emphasis in original). For Friedson, the notion of doctor-patient 
interaction is largely situational in its approach and, as such, the outcome of the 
interaction between these two parties is dependent on a number of variables including 
the constraints on the patient to get better, the nature of the illness and the nature of 
the negotiation. Friedson also seeks to establish whether these  types of situation can 
produce different or similar types of interaction and highlights whether or not "by 
specifying the situation, we can predict the kinds of people likely to be in it, the types 
of illness and the kinds and amounts of interaction that take place" (1970: 321). This 
is not to suggest, however, that Friedson sees the regularities in interactive situations 
as absolute. Rather, Friedson characterises all interactions relative to the situational 
constraints, the individuals involved in the interaction and the perspectives of those 
involved in the interaction. Thus, given the viewpoints of the two largely distinct 
negotiators - the layperson and the professional - interaction can never be wholly in 
harmony but always, to a greater or lesser extent, in conflict. Thus, the outcome of the 
negotiation between these two parties is dependent on the faith and confidence the 
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patient has in the doctor’s expertise and the extent to which the doctor can exercise 
his/her authority over the patient. 
 
Friedson (1970) provides a more adequate understanding of power relations and the 
nature of interactions between doctors and patients in comparison to the other 
theoretical perspectives reviewed thus far. This is due to Friedson’s focus on the 
situational features of medical interactions and the possibility for fluctuating balances 
of power between doctors and their patients. One of the interesting aspects of 
Friedson’s theoretical position is the way in which he addresses how the knowledge 
that doctors have acquired through medical training is not the central source of their 
authority. Indeed, for Friedson, it is the degree to which physicians are able to claim 
that their knowledge is superior, "so esoteric or complex" (1970: 45) to that of the 
layperson that is critical. Moreover, Friedson argues that the degree to which doctors 
can convince clients of their expert knowledge is dependent, in part, on the situation 
or work setting that particular interactions or negotiations take place. For instance, 
sports medicine clinicians consulting at their clinic, their "home turf" so-to-speak, 
may be able to claim greater authority than if they were at a sports training ground 
and thus outside of their regular practising environment. 
 
3.6. The decline of medical dominance 
 
The proceeding discussion has examined some of the central theoretical models of 
medical dominance. It has also provided a critical review of these theoretical 
perspectives so as to introduce the theoretical framework that will be adopted in this 
thesis (see Chapter 4). Crucial in this regard is the notion that some of the earlier 
approaches of medical autonomy consider this to be static and all-encompassing 
instead of dependent on the particular context of practice.  
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Whilst much of this review has focussed on doctor-patient claims to autonomy, more 
recent research has considered the voices and experiences of other or paramedical 
practitioners who are traditionally conceived as subservient to medical dominance. 
This research has claimed that those occupations allied to medicine have gained 
increasing control over their work in recent years and extended their practice 
boundaries into areas conventionally deemed to be within medicine’s jurisdiction. 
Thus, the following discussion reviews these contributions to medical literature. 
Whilst much of this research has considered the impact of paramedical groups on 
medical autonomy in conventional medical contexts, this literature is relevant to the 
current study given the involvement of paramedical practitioners including 
physiotherapists, chiropractors, athletic therapists and psychologists in the field of 
sports medicine.  
 
3.6.1. Boundary encroachment and negotiation: The growth of 
paramedical autonomy 
 
Previous analyses of medical dominance have emphasised the ways in which the 
medical profession has successfully controlled the work of paramedical groups. The 
majority of these discussions have considered nursing as a case-study of medical 
control (e.g. Witz, 1992; Elston, 1993) which, as emphasised in the earlier discussion, 
was also concerned with the broader social relations between men and women in 
patriarchal society. Alongside nursing, more recent discussions of medical dominance 
have considered other paramedical groups such as pharmacists, dental hygienists, 
complementary and alternative medicines (CAMS) and physiotherapists and the ways 
in which the introduction of these groups have altered the social relations between 
them and doctors. In contrast to some of the earlier work which highlighted a 
totalising control of paramedical groups by medical practitioners, these more recent 
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discussions have emphasised the ways in which paramedical groups have negotiated 
and expanded their professional jurisdictions into "new managerial and clinical 
territories" (Mizrachi et al.  2005: 21). These data have thus indicated a general shift 
in the social relations between groups characterised as "dominant" and "subservient". 
 
A number of these studies into boundary-negotiation and boundary encroachment 
have been interpreted through the work of Andrew Abbott (1988). In his book The 
System of Professions, Abbott provides a structural analysis of the role of inter-
professional competition. He contends that the history of inter-professional relations 
and conflict "is the real, the determining history of the professions" (p. 2). For Abbott, 
the control and application of knowledge necessarily involves control over competing 
groups. Abbott argues that the professions make up a system of interactions 
concerned with jurisdictional claims over areas of knowledge and practice. For him, 
research into the professions should be concerned with the specific workplace duties 
undertaken, for it is through these that jurisdictional challenges can be identified. For 
Abbott, professions operate in a variety of workplaces, marked by differences in the 
division of labour, location, purpose and clientele. Thus, Abbott contends that, in 
most professional work settings, actual divisions of labour are established through 
negotiation and custom that embody situation-specific rules of professional 
jurisdiction. The professionalisation of existing and new medical occupations and the 
resulting jurisdictional disputes between them are thus at the centre of Abbott’s thesis. 
In this regard, his work becomes an important model for explaining the behaviours of 
medical groups after what are considered to be key changes in the organisation of 
contemporary health-care including the introduction of an increasing variety of 
occupations into the medical sphere. 
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Recent research into medical professionalisation has sought to examine the so-called 
rise in autonomy among these paramedical practitioners. There are, of course, a 
number of explanations for such developments, though one similarity between all of 
them has been the increasing emphasis on patient-centred care which has resulted in a 
general rise of holistic and alternative health-care therapies designed to treat the 
individual’s mind, body and spirit as intertwined elements of health, thus contrasting 
with the conventional biomedical approach to treatment. It has also resulted in further 
consideration of the centrality of those professions traditionally considered as 
"caring", such as nursing. Seeking alternative medical treatments organised around 
the individual are thus considered to be the result of the increasing questioning of 
traditional medical authority and biomedical science as a means to heal (this will be 
discussed in more detail in section 3.7 of the current chapter).  
 
Alongside this, a number of studies have argued that recent developments in the 
National Health Service have been regarded as influential for the professionalisation 
of paramedical groups. For example, Armstrong (1976) contends that a growing 
emphasis on specific practising skills became a more central focus of NHS 
organisation post-1974 which resulted in greater independence for occupations with 
particular expertise. Similarly, commenting on the work of pharmacists, Eaton and 
Webb (1979) argue that this paramedical group, with particular expertise and access 
to resources, was able to establish functional autonomy given their control over "the 
purchase of drugs, quality control, quality assurance, manufacture and distribution" 
(p. 74). Eaton and Webb go on to argue that medical practitioners have thus 
accommodated the expertise of these groups in the framework of delegation. Further 
relating to developments in NHS organisation as well as patient-centred care, Scholes 
and Vaughan (2002) contend that movements towards patient-centred practice has led 
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to more effective teamwork and enhanced communication among medical and 
paramedical practitioners. They argue that "seeking expertise becomes the shared 
aspiration of the whole team. Such an approach places the patient at the centre of 
practice initiatives and may usurp traditional power bases and hierarchies of 
knowledge" (p. 402). 
 
As Abbott (1988) contends, a rise in new occupations with particular specialisations 
coupled with the professional projects pursued by these and existing occupations has 
inevitably led to complexities in the social organisation of health-care professions and 
various methods by which competing groups legitimise their work. In their research 
on heart-failure care, Sanders and Harrison (2008) emphasise four areas in which 
particular paramedical practitioners (in this case specialist nurses) were able to claim 
legitimacy over their professional roles. First, they argue that heart specialist nurses 
sought to legitimise their role by reference to their "specialised expertise". This 
included contrasts between detailed, technical skills championed by cardiologists and 
specialist nurses and the so-called generic skills of other medical groups such as GPs.  
Second, practitioners claimed that part of their "patient-centeredness" related to 
patients’ preference for holistic care. In this regard, specialist nurses were able to 
legitimise their role as it allowed them to create a "personalised service that included 
close monitoring of their condition" (p. 301) which was unlikely to be a central 
feature of primary care. Third, nurses also claimed to be "organisationally efficient" in 
comparison with cardiologists and GPs, with their role filling gaps in service 
provision at the same time as being cost effective in the longer-term. Finally, the 
authors highlighted various claims to practitioner "competence" in the treatment of 
heart-failure patients. However, rather than claiming to be more competent or superior 
than other groups, practitioners involved in heart-failure care insisted that their skills 
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were merely adequate in particular areas of practice and recognised the importance of 
additional areas of specialism associated with other medical groups. The implication 
of this research is that boundaries between practitioners were more relaxed and 
collaborative than dominant and hierarchical. Key in this regard is a conceptual shift 
in the model of medical dominance away from abstract, scientific knowledge and 
towards claims of contextual validity. That is to say, legitimising their work via 
claims to scientific knowledge is less important for practitioners attempting to 
establish autonomy within medical contexts and superiority over competing medical 
groups. Instead, claims about the usefulness of their roles in particular medical 
contexts are increasingly more important for establishing jurisdiction.  
 
In her work on negotiated order in medical-nurse relations in the hospital setting, 
Allen (1997) also highlights the centrality of the working context for establishing 
autonomy. She contends that particular medical tasks are undertaken by paramedical 
groups without specific negotiation with dominant practitioners. This, she argues, is a 
reflection of the "organisational turbulence" of particular working contexts whereby 
"rigid divisions of labour are extremely difficult to sustain" (p. 506). Certain features 
of hospital contexts, she argues, allow nurses considerable influence over patient-care. 
For example, the "permanence" of nurses relative to doctors and the greater 
knowledge of ward organisation meant that nurses "augmented their influence over 
key aspects of medical practice" (p. 508). This also involved expansions of their 
conventional occupational jurisdictions to include work typically associated with 
doctors. Rather than creating inter-professional conflict, however, doctors recognised 
the centrality of nurses to the organisation and facilitation of patient-care and were 
content that nurses relieved some of the burden of their work. In this sense Allen 
implicitly draws on Friedson’s concept of the importance of the "everyday work 
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setting" and expands its relevance from doctor-patient relations to clinician-clinician 
relations. 
 
In this literature, the centrality of the working context for establishing a division of 
labour has been coupled with a mutual respect and support for other areas of 
specialism and practice organised around multi-discipline incorporation. For example, 
like those of Sanders and Harrison (2008) and Allen (1997), Carmel’s (2006) analysis 
of the social organisation of medical work in Intensive Care Units (ICUs) indicates 
that relations between practitioners are based more on convergence than competition. 
For Carmel, this was exemplified in a nurse-doctor "joint allegiance" (p. 155) to the 
ICU unit in place of conventional occupational boundaries. Such joint allegiance 
reinforces the notion of difference and superiority of ICU staff compared with other 
hospital practitioners. Importantly, these data indicate a variety of ways in which 
clinicians establish legitimacy over practice, including the use of team-cooperation to 
bolster their claims to practice jurisdiction. Thus, rather than understanding claims to 
jurisdiction as merely conflict-driven as Abbott (1988) implies, practitioner 
jurisdiction may also be a result of team-convergence among so-called "competing" 
groups. Importantly, there are intra-professional disputes and conflicts which lead 
professionals to draw allegiances across professional boundaries. These are context 
specific and illustrate a higher degree of agency than Abbot’s somewhat structural 
approach allows. 
 
Of central importance to the current study is the research on boundary-work in sports 
contexts. Drawing upon boundary negotiations between practitioners responsible for 
"musculo-skeletal" work, this research has made comparisons between the social 
organisation of medical work in sport and other, "conventional" medical contexts. 
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Primarily conducted from a micro-level analysis, this research has considered the 
discourse used by practitioners to claim occupational control. In contrast to 
conventional medical contexts where clinical roles may be more clearly defined, 
Norris (2001) argues that, given the variety of groups that offer treatment for 
musculo-skeletal problems, practitioners "face particular difficulties in distinguishing 
themselves from other treatment providers" (p. 27). Moreover, there are several 
overlaps in the techniques of musculo-skeletal practitioners. For example, Norris 
(2001) highlights that acupuncture is not only practised by acupuncturists but by 
physiotherapists and GPs. Of course, the "borrowing" of others’ practising techniques 
makes the distinctions between conventional/dominant and newer/subservient groups 
less rigid and highlights the ways in which particular professions may in fact exploit 
more popular services to expand their practice remits and jurisdictions over time. This 
further highlights the inadequacy of solely using scientific knowledge as the basis of 
autonomy. Indeed, the practitioners in Norris’s (2001) study rarely used scientific 
knowledge as a determinant of autonomy and instead claimed jurisdiction based on 
"clinical experience of what worked" (p. 35).  The centrality of patient-centred care 
for practitioner autonomy also featured in this practising context. Norris argues that 
practitioners used the concepts of limitation, holism and prevention as ways to stress 
the advantages of their approach in relation to others. For example, some practitioners 
(e.g. GPs and consultants) were considered to be limited in the time they could 
dedicate to patients. Limitation was also closely linked with holistic service, as 
reduced practising time led practitioners to be unable to deal with the "whole" patient 
successfully. The relative focus on prevention in patient-care was also considered to 
be important for the relationship between practitioner and patient.  
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A more direct look at boundary-negotiations between musculo-skeletal practitioners 
in sports medicine is provided by Theberge (2009a) who further considers the inter-
professional relations between musculo-skeletal practitioners involved in the 
treatment of sports injuries in Canadian elite sport. In a similar way to Norris (2001), 
Theberge (2009a) highlights the challenges that musculo-skeletal practitioners have in 
defining their specific area of contribution to sports medicine service. This was 
particularly problematic for athletic therapists and chiropractors who considered their 
professions to have multiple overlaps with physiotherapy and thus defined themselves 
in relation to this profession. In this research, sports medicine occupations attempted 
to legitimise their position in this context by emphasising the specific benefits their 
occupations had for athletes. Primarily, this was concerned with their ability to meet 
the demands of a performance ethic. For example, Theberge (2009a) contends that 
"negotiations over professional work in this speciality are shaped by a specific feature 
of practice in this setting, the emphasis on performance" (p. 265). Related to this is 
the centrality that client goals have on practitioners’ claims to autonomy. For 
example, Theberge’s (2008) contention that chiropractors were successful in their 
quest for involvement in sports medicine because "the athletes wanted them" (p. 31) 
further contributes to the importance of the work setting for practitioner jurisdiction 
and the need to adhere to client demand in order for practitioners to remain useful and 
valid to their patients. 
 
This discussion has reviewed some of the more recent literature that has considered 
the impact of "new" occupations on the social organisation of medicine. In particular, 
it has explored the increasing control and autonomy that paramedical groups have 
over their work and the increasing challenge they pose to medicine. It has also 
discussed the ways in which Abbott’s (1988) work has highlighted the centrality of 
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inter-professional competition for understanding the history and development of 
professions. Before concluding this chapter, it is worthy of note that this literature has 
increasingly contributed to the critique of the medical dominance model (Gabe, 
Kelleher and Williams, 1994; Arksey, 1994; Lupton, 1997) around which this chapter 
has largely been structured. Thus, the following discussion seeks to highlight the 
largely interrelated concepts of "deprofessionalisation" and "proletarianisation" (the 
former of which is often associated with post-structuralist analyses) and the ways in 
which some sociologists contend these developments have weakened medicine’s 
claims to professional dominance.  
 
3.7. Experts, lay-men and claims over medical knowledge 
 
Developments in contemporary medical practice, such as increases in the number of 
paramedical occupations and their associated autonomy as well as escalations in 
patient consumerism, have led some sociologists to question whether such 
developments have signalled a decline in medical dominance (Elston, 1991; Gabe, 
Kelleher and Williams, 1994). In much of the sociological literature, this so-called 
decline in medical dominance has been associated with two main developments: the 
deprofessionalisation and proletarianisation of medicine. The former process refers to 
a general decline in the cultural authority of medicine and its control of expertise, 
while the second highlights changes in the managerialism of medicine, patterns of 
work practice and the increasing authority of general managers in medical contexts 
such as those within the NHS. 
 
In relation to the former, a number of sociologists have engaged in discussions 
concerning "lay-expertise" and the changing dynamics of doctor-patient interactions 
(Arksey, 1994; Prior, 2003; Stevenson and Scambler, 2005). A number of researchers 
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have argued that "lay-challenges" (Weiss and Fitzpatrick, 1997: 297) to professional 
expertise have threatened the control of knowledge that practitioners had previously 
enjoyed. As Prior (2003) argues: 
There has been a trend to argue for what might be called a democratising of 
knowledge. In medical sociology this democratising trend has expressed itself 
in two ways. The first has been an increased interest in what lay people have 
to offer by way of knowledge of health and illness. The second has been a 
tendency to argue that lay knowledge can be every bit as valuable as 
professional knowledge (p. 43). 
 
For a number of sociologists, greater access to and understanding of medical 
knowledge has partially resulted from patients’ use of internet resources such as NHS 
Direct Online and PatientUK where patients can input their symptoms and receive an 
online diagnosis. It is argued that these types of development have served to educate 
patients about their bodies, provide them with greater confidence over when to 
consult a doctor and suggest how to negotiate with doctors in medical interactions 
(Arksey, 1994; Hardey, 1999; Prior, 2003). Patients are also better able to assess the 
benefits and drawbacks of different treatment options available to them and thus enjoy 
a greater sense of empowerment in the medical encounter (Henwood et al. 2003). 
There is also evidence of a greater cynicism towards the medical profession’s efficacy 
with increases in media representations of medical negligence and ill-treatment (see 
Lupton and Chapman, 1991).  
 
Recent developments in health-care organisation, particularly the increasing 
managerial control of health-care services, are thought to contribute to the second 
process, proletarianisation (see Elston, 1991). For example, in the British health-care 
system, Weiss and Fitzpatrick (1997) have highlighted the introduction of an "internal 
market" (p. 298) as contributing to this increasing managerialism, greater 
 95
accountability for provider service and value for money. Similarly, Calnan and 
Williams (1995) argue that proletarianisation involves: 
Occupations becoming more subordinate to the requirements of production, 
and more concretely it involves an increased emphasis on managerial 
imperatives (productivity, cost efficiency) and greater specialisation/deskilling 
with other healthcare workers (p. 220)  
 
Increases in the numbers of newer health occupations and their associated claims to 
specialisation have also been described as part of a general process of deskilling of 
doctors who have traditionally occupied control over the vast majority of medical and 
more advanced skills and techniques. In terms of the proletarianisation thesis, it is 
argued that this has resulted in doctors possessing less control over the designation of 
medical work and has created opportunities for newer specialist groups to take over 
tasks traditionally within the jurisdiction of doctors.  
 
Whilst a number of recent sociological analyses of the medical profession have 
evidenced these developments, the extent to which they have led to an overall decline 
in medical dominance has also been increasingly questioned. For example, in their 
study of developments in primary care prescribing in the UK, Weiss and Fitzpatrick 
(1997) contend that FHSA (Family Health Service Authority) medical advisors did 
not act merely in the interests of NHS organisational and managerial objectives but 
"in a contradictory position vis à vis FHSA and medical professional values" (p. 322). 
Thus, medical practitioners did not see FHSA medical advisors as constraints to their 
professional autonomy. In their study of health reforms in New Zealand, Barnett et al. 
(1998) contend that, proletarianisation has had only a modest impact on professional 
dominance. Whilst doctors had less freedom over their place of practice and their 
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earning capacity, there was "little change in GP autonomy at the macro-level" (p. 
203). 
 
Other areas of research have demonstrated how the medical profession has adapted 
certain areas of medical organisation so as to retain its conventional dominance. For 
example, in a discussion of increases in physiotherapy autonomy, Øvretveit (1985) 
argues that medical groups have maintained control over physiotherapy training 
through the introduction of syllabi modelled on medicine which has meant that "a 
move from close supervision to setting limits retains control" (p. 89). Similarly, 
describing the growth of alternative therapies into medical contexts, Mizrachi et al. 
(2005) contend that higher managerial practitioners "introduce alternative medicine 
into a biomedical setting on the one hand and restrict its jurisdiction on the other" (p. 
29).  
 
In a similar way to the proletarianisation thesis, the extent to which 
deprofessionalisation has impacted upon medicine’s claims to dominance have been 
questioned more recently. Whilst a number of sociological studies have observed 
changes in the encounters between medics and their patients as a result of greater 
patient consumerism and knowledge, these developments are not considered to have 
altered significantly the dominance of medical professionals. For example, describing 
the impact of lay expertise on the doctor-patient encounter, Henwood et al. (2003) 
argue that the patients in their study remained concerned about appearing to over-step 
the boundary between "expert" and "patient". For them, patients did not want to be 
responsible for seeking out information themselves and trusted their doctors to make 
decisions for them. Thus, the boundary between health-care professional and patients 
remained relatively robust. Similarly, critiquing the notion of "lay-expertise", Prior 
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(2003) argues that those who discuss lay expertise rarely establish how exactly lay 
people become experts. Following this, he argues: 
Lay people are experts by virtue of "having experience". Yet, experience on its 
own is rarely sufficient to understand the technical complexities of disease 
causation, its consequences or its management. This is partly because 
experiential knowledge is invariably limited, and idiosyncratic. It generates 
knowledge about the one instance, the one case, the single "candidate" (p. 53). 
 
Doctors in Lupton’s (1997) study argued that despite witnessing some changes in the 
perceived status of the medical profession in the eyes of their patients and increasing 
demand for second opinions by patients, they did not believe that their own patients 
had any less respect for their professional status. Moreover, despite changes in 
consumerism whereby patients were becoming "more assertive and knowledgeable 
and more willing to challenge doctors" (p. 486) such views did not represent their 
entire patient population. Instead, Lupton (1997) contends that patients express a 
"continual tension between seeking dependency and wanting autonomy, in terms of 
how patients think and feel about doctors" (p. 491). The complexity of patients’ 
responses to practitioner autonomy leads Lupton (1997) to question the relevance of 
the "deprofessionalistion" and "proletarianisation" theses given their focus on macro-
sociological issues and the tendency to view power as something which can be gained 
by and/or taken away from doctors or patients. Instead, Lupton (1997) contends that 
the variety of negotiations in doctor-patient encounters calls for a 
"reprofessionalisation" thesis that incorporates the notion that "power is constantly 
negotiated at the level of everyday practice as well as at the level of policy and 
organisational structure" (p. 493 emphasis added). 
   
It would appear then that medical practices studied as part of investigations into 
medical dominance have evidenced heightened change and variety within the medical 
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profession rather than overall changes to professional dominance as a result of 
deprofessionalisation and proletarianisation. The residual power of medicine means 
that it is unlikely that doctors will be organised and regulated in the same ways as 
those in other practice settings, though context-specific features are central to 
understanding practitioner dominance and inter-professional relations. It is also likely 
that there remains variety in the ways in which medical professionals judge their 
professional autonomy, which is also dependent on their context of practice and the 
encounters that they experience with other professionals and patients. Furthermore, 
Elston (1991) contends that the extent to which processes such as 
deprofessionalisation and proletarianisation are evidenced in medical practice are 
dependent on the clarity of the benchmarks and the specifications of professional 
power in the first instance. Thus, she argues that an assessment of change is likely to 
remain contentious. Whilst processes of deprofessionalisation and proletarianisation 
may feature in the current study of sports medicine practice, this context represents an 
even more complicated area in which to establish these trends given that, as Malcolm 
(2006b) argues, there is "no evidence to suggest that sports medicine practitioners 
ever had the kind of status that has traditionally characterised the profession more 
broadly" (p. 392).  
 
3.8. Summary 
 
In sum, this chapter has sought to highlight the central sociological approaches to 
medical professions. Alongside an analysis of the "power" of the medical profession, 
this chapter has also considered more recent sociological critiques of the medical 
dominance model on which many of these earlier sociological approaches are 
structured. Part of this discussion has included examinations of inter- and intra-
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professional relations that are a central feature of the current study. The following 
chapter introduces the theoretical focus of this project; namely, the figurational or 
process sociological perspective and how, by virtue of its core concepts, we can 
understand the nature of interactions between those working in sports medicine. 
Whilst the following chapter highlights the value of a figurational approach to the 
current study, the discussion also outlines the degree to which a synthesis of 
theoretical traditions can be encompassed within the umbrella of a figurational 
sociological approach.  
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Chapter - 4. Towards a more adequate approach of the 
professions: Some figurational remarks 
 
4.1. Introduction 
 
Figurational sociology, as a theoretical approach, has been particularly significant in 
its application to processes of socio-historical development and the sociology of sport. 
Whilst Elias and his figurational successors have engaged with numerous themes, 
such as the civilising process (Elias and Dunning, 1986); football hooliganism 
(Dunning et al. 1988); processes of globalisation (Maguire, 1999, 2005) and more 
recently the study of pain and injury and sports medicine (Waddington, 2000; 
Waddington et al. 2001; Roderick, 2006; Malcolm, 2006a, 2006b, 2009), there is little 
literature on the professionalisation of the medical profession per se and the inter-
personal relationships between medical personnel and their patients3. It is important, 
however, given that the current study adopts a figurational perspective, that we 
provide an account of how figurational sociologists may apply their theoretical 
concepts to understanding these social phenomena. Thus, it is necessary to provide an 
introductory outline of the central figurational principles. 
 
4.2. The grounding concepts of figurational sociology 
 
Elias was concerned with a relational and processual way of the seeing the social 
world (Elias, 2000) and thus developed an alternative sociological approach that 
incorporated a distinctive sociology of knowledge as a theoretical point of departure 
from other schools of thought. Using the grounding concept of "figuration", Elias 
concerned himself with understanding humans and their relationships with one 
                                            
3 Despite the relative dearth of figurational literature on the sociology of medicine, there are traces of a 
"Leicester School" of the sociology of medicine, including work by Ivan Waddington, Nick Jewson, 
Terry Johnson and Sidney Holloway in the 1970s and 1980s.  
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another. Essentially, Elias developed the figurational approach in response to what he 
felt were "homo clausus" perceptions of the social world; that is, perceptions that 
individuals are self-contained and separate from the societies which they inhabit. Elias 
contends that dualisms such as agency/structure, individual/society, 
objective/subjective are unhelpful tools for understanding the role that individuals 
play in producing and reproducing the social world. He argued that it was more 
adequate to view "individuals" and "society" as being inextricably linked, two 
different but inseparable levels of the human world (Murphy, Sheard and 
Waddington, 2000) which he referred to as "homines aperti"; a notion that people are 
"open to others and bonded in dynamic constellations" (Dunning, Malcolm and 
Waddington, 2003: 201) and are fundamentally orientated toward and dependent upon 
one another (Murphy, Waddington and Sheard, 2000). Thus, an individual’s 
behaviour depends on the structure of the relations amongst and between him/her and 
other individuals (Elias, 2001). For example, in the context of the present study, 
decisions made by doctors, physiotherapists and athletes about the management of 
pain and injury cannot be understood as occurring in isolation but must be understood 
as emerging out of the interdependent relationships that individuals form with one 
another.  
 
Notwithstanding the dearth of figurational literature on the professionalisation of 
medicine, in his early work, Waddington (1973) applied some of these figurational 
principles when examining the development of the medical profession in Britain and 
Europe throughout the eighteenth and nineteenth centuries and the implications these 
developments had on the inter-personal relationships between doctors and their 
clients. It is to this that I now turn. 
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4.3. The development of a medical market 
 
In any analysis of the development and characteristics of medicine (and with this, 
clinician-patient relationships), it is important that we provide an object adequate 
representation of the development of medical practitioner’s authority and control over 
their work, patients and the organisation of their professional lives. In this regard, it is 
necessary to remove ourselves from the unilinear "top-down" approach that often 
characterises doctor-patient relationships (see Parsons 1951) where the doctor, by 
virtue of his/her role as a doctor, is automatically conceived in a more powerful light 
than the patient. These kinds of analyses are not sensitive towards the shifting power 
balances that are characteristic of doctor and patient relations in a variety of contexts. 
Conversely, more micro-orientated approaches (e.g. Friedson 1970) often neglect the 
broader constraints that impact upon the characteristics of these relationships. In his 
paper, Waddington (1973) seeks to provide a figurational account of these issues, 
particularly the broader social processes that have impacted upon doctor-patient 
interactions and thus, seeks to connect elements of both agency and structure.  
 
Waddington (1973) makes some interesting comments about the development of 
medical men’s autonomy and the professionalisation of medicine as a market for 
medical care throughout the eighteenth and nineteenth centuries. He suggests that in 
the eighteenth century the provision for qualified medical care was relatively 
unimportant, particularly as a market industry. As Waddington (1973) notes, 
"although it is difficult to judge with any accuracy an estimate of the size and 
structure of the market for medical care in the eighteenth century, it was a relatively 
small one" (p. 390). Waddington (1973) proposes three reasons why medicine had 
such a minor influence (particularly economically) in the eighteenth century: first, he 
suggests that the structure of the market for medical care was characterised by a 
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generally low level of demand for qualified care; second, this demand was confined to 
the social elite; and third, there was no established "national" market for medical care 
but a number of loosely connected, more or less independent, local markets. There 
were, of course, a number of implications that the lack of medical organisation had for 
a doctor’s ability to control his working life and the authority he had over his clients. 
In particular, as the demand for qualified care was restricted to the gentry and upper 
classes, the relative power between doctor and patient was such that the privileged 
upper class patient was in a relatively powerful position to demand what s/he wanted 
from the interaction and thus, the doctor’s negotiating position was weak relative to 
that of the client. As Waddington (1973) notes: 
There was a minority of medical practitioners who – by virtue of their 
professional relationships with the gentry and aristocracy – were able to enjoy 
considerable status. However, their involvement in the network of face-to-face 
relationships which made up the patronage system placed severe constraints 
on the development of professional autonomy. The patronage relationship was 
typically associated not with a structure of colleague control, but with a 
structure of client control, for it was the aristocratic, wealthy client who was 
the dominant figure in the doctor-patient relationship (p. 399).  
 
In these circumstances, the doctor is chosen largely on the basis of the client’s 
perception of medical need, something which is further highlighted in Johnson’s 
(1972) discussion of consumer-orientated care. In this regard, their position as doctor 
is dependent on both the degree of satisfaction of the client as their employer and the 
client’s continuation as their patient. Moreover, Waddington’s (1973) contention that 
eighteenth century medical care was made up of a series of loosely connected, less 
structured groups is further considered by Jewson (1974) who contends that a non-
rationally organised structure was also characteristic of the relationships between 
patients and their practitioners and among medical men themselves. The latter in 
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particular had obvious implications for the emergence of a scientific community 
dedicated to the analysis and treatment of medical problems. Indeed, given that during 
this period the sick were able to exercise a significant degree of control over the 
course of medical treatment, the form and content of medical theories reflected the 
assumptions, obsessions and interests of this most powerful section of the lay public 
and thus, the development of knowledge about medical problems was severely 
constrained. 
 
The picture that emerges in the eighteenth century is not of medicine being the highly 
organised and autonomous profession that we consider it to be today but rather, of a 
number of smaller, less formally structured occupational groups whose members were 
subservient to, and highly dependent on, their (elite) lay clients. Consequently, at this 
time, doctors were limited in their ability to claim superior medical knowledge over 
their patients and were in relatively vulnerable positions given that these upper class 
clients had the ability to "make or break" the career of any individual.  
 
Of course, given what we know about medicine in contemporary society, the 
autonomy and prestige of the medical profession have changed significantly over 
time, a consequence, Waddington (1973) suggests, of a number of processes 
occurring in the late eighteenth and early nineteenth centuries. First, Waddington 
contends that the growing cultural status of science in the late eighteenth and early 
nineteenth centuries may have been a significant process in the increasing demand for 
medical services from qualified medical practitioners, where these demands were not 
restricted to the social elite but also involved those from the middle and working 
classes. Evidently, the growing importance of a market for medical care in the 
nineteenth century in particular had important implications for the doctor-patient 
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relationship. The movement from a relatively small number of upper-class patients 
whom doctors could charge higher fees (but who were largely dependent on the 
client’s loyalty to them) to a larger number of patients paying more modest fees, 
inevitably served to reduce the doctor’s dependence on individual patients. Indeed, 
the heightened quantitative demand for medical care, and the growing distribution of 
medical provision meant that medicine came to offer an increasingly stable and 
lucrative long-term career. It also meant that doctors could exploit their greater degree 
of power over their patients.  
 
Of course, there are a number of other developments in this process of medical 
professionalisation (and a developmental approach is a fundamental principle of 
figurational sociology). However, a detailed account of all these processes is beyond 
the scope of this review. By way of summary, what we can suggest is that the growth 
of the medical profession into a lucrative and professionalised market for medical care 
throughout the nineteenth century, coupled with patient clientele gradually shifting 
from exclusively upper-class to include more middle and lower-classes, were 
important aspects in the process whereby the balance of power shifted increasingly 
away from the patient and towards the doctor. In this respect we can see the links 
between a figurational approach and the Marxist approach of Johnson. However, the 
developments in the structural organisation of medicine and the interconnected 
agency related factors of inter-personal doctor-patient relationships should also be 
considered and can be examined figurationally in a number of ways.  
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4.4. Networks of interdependency, power balances and the claim 
to knowledge 
 
As Dunning (1999) notes, individuals are always more-or-less dependent on other 
people, constantly producing and reproducing networks of relationships with other 
people. This is what Dunning refers to as "networks of interdependency". These 
interdependency ties are not restricted to face-to-face relationships. Rather they 
develop as part of the interweaving of interdependent people in the plural, 
incorporating people (individually and in groups) and wider social processes (Elias, 
1978). These ties of interdependence are not static but are in a constant state of flux 
over time, in terms of the groups involved and the varying degrees of dependence and 
power relations between groups (Elias, 1987). The changing dynamics in the make-up 
of these figurations serve to impact upon the ways in which interdependent people 
within them behave. In relation to the medical profession, Waddington (1973) 
highlights the types of constraint on doctors and patients’ behaviour during different 
periods of time. Whilst doctors and their patients cannot be understood as anything 
other than interdependent, Waddington (1973) has highlighted some aspects of the 
changing dynamics of these interdependent relationships and the consequences these 
have on the behaviour of those individuals. In a similar way, Rojek (1985) suggests 
that figurations, and the interdependent groups of people that form them, have the 
capability to both enable and constrain the actions of those people within them. As 
such, figurations are always best conceived around the dynamic operation of power.  
 
In order to understand the negotiations that take place between those in medicine on a 
situational level, it is necessary to explore the figurational understanding of power. If 
we are to understand power figurationally, we must refer to it as multi-faceted and in 
a process of imbalance between members of specific figurations. In the context of the 
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medical figuration, the relationships that occur between members of this network 
must be understood as a series of interconnected negotiations rather than merely 
exploitative or predetermined top-down relationships such as those expressed by 
functionalist or Marxist approaches to medical encounters. In this regard, Malcolm 
(2006b) suggests that "doctors should be viewed both as wielders of power in inter-
personal relationships and as people influenced by the broader network of 
relationships in which they are enmeshed" (p. 379). For Elias, the restrictions that 
result from a unidirectional, static interpretation of power may prevent researchers 
from identifying diverse types of relational bonds within a figuration.  
 
Friedson’s approach to understanding the medical profession, particularly his use of 
power and interaction, is useful for figurational sociologists and important to the ways 
in which we must understand inter-personal relationships in medicine and, as 
Malcolm (2006a, 2006b) following Walk (1997) defines, the "peculiar" practice of 
sports medical personnel. In a similar way to Friedson, figurational sociologists stress 
the importance of understanding the relative power of medical professionals in terms 
of a context specific continuum of power among groups of interdependent human 
beings. By way of some initial illustration of this continuum, I will highlight three 
specific medical interactions that highlight the variability of doctor-patient relations. 
First, when a patient is taken into hospital having been in an accident, it is reasonable 
to assume that the patient is dependent on doctors to diagnose their condition and to 
treat their condition with speed and conviction given that the patient is in no position 
to negotiate. In this scenario, the patient has no influence over the treatment s/he 
receives and thus, the doctor remains in a relatively autonomous position. By contrast, 
when visiting a GP, the patient’s relatively powerless position is not replicated as, in 
this instance, patients decide whether or not it is necessary for them to visit the doctor 
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as well as controlling the types and amount of information they provide to the doctor. 
Thus, patients have a degree of control over the management of their illness or 
situation. Moreover, the doctor is more dependent on the patient than in the first 
example given that the doctor is reliant on the patient to effectively describe their 
symptoms. In this scenario, there is increasing opportunity for a negotiation to take 
place between doctor and patient in terms of the potential treatment the patient 
receives.  
 
In the third situation, where a patient may have an illness that requires ongoing self-
treatment, the power relations of the doctor and patient are fundamentally different to 
the other two scenarios highlighted. Waddington and Walker (1991) examine this type 
of doctor-patient interaction and explore the challenges that illnesses such as 
HIV/AIDS have on the doctor’s claim to knowledge and autonomy. First, the authors 
suggest that HIV/AIDS represent a particularly potent challenge to doctors’ autonomy 
given that medical scientists have not, as yet, found a cure for the HIV virus (along 
with many other long-term diseases such as cancer and diabetes). This has obvious 
implications for the doctor’s claim to superior medical knowledge, given that medics 
are in a weaker position to claim they know more about the disease than those patients 
suffering from it. Second, given the long-term nature of the HIV/AIDS illness, 
Waddington and Walker (1991) suggest that such patients bring certain characteristics 
to the doctor-patient relationship which typically emerge from their particularly active 
role in the management of their own health (such as the taking of various forms of 
medication on a daily basis). Thus, Waddington and Walker suggest that the doctor-
patient interaction is akin to a meeting between experts. Of course, the types of 
expertise that the doctor and patient have are different. For example, the doctor brings 
scientific knowledge about the actual nature of the disease whereas the patient relies 
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on an "experiential" knowledge resulting from living with the illness on a daily basis. 
In this regard, the patient may perceive that they have greater knowledge than the 
doctor by virtue of their lived experiences.  
 
Those with chronic diseases like HIV/AIDS, diabetes and long-term cancers, are less 
likely to accept an uncritical and passive cooperation to the doctor’s terms and this 
highlights major challenges to the more traditional conceptions of the doctor-patient 
relationship where doctors could claim - relatively consistently - autonomy and expert 
knowledge relative to their patients. In this regard, if doctors are to retain the 
confidence of their patients, they must modify traditional images of what constitutes 
an appropriate doctor-patient relationship as it is in these instances that doctors are 
increasingly reliant on lay assessments to continue treatment. 
 
This kind of relationship is also applicable to the current study’s analysis of sports 
medicine, where the patient is likely to have relatively in-depth knowledge of their 
illness or most likely, their injury (particularly if the injury is a recurring one) given 
that the body, and the maintenance of it, is the athlete’s primary concern. In this 
situation, athletes feel relatively empowered to claim expert knowledge relative to 
their doctor or other health-care provider. The ways in which this alters the balance of 
power between sports medicine clinicians and their patients will form one of the 
central issues to be dealt with in the current study (see Chapter 8). 
 
The above discussion has highlighted some of the central tenets that led to the 
development of medicine as a market for medical care. It has also drawn attention to 
the shifting power dynamics between doctor and patient throughout the eighteenth 
and nineteenth centuries. Both Jewson (1974) and Waddington (1973) highlight the 
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broader constraints on doctor-patient relations and the implications for the relative 
power and claims to autonomy between these individuals in the medical context.  
 
The claim to knowledge in the management and assessment of illness is a significant 
power resource for those enmeshed in the medical figuration. In the previous chapter, 
it was concluded that a number of the traditional sociological approaches to the 
professions proposed that the doctor (or medical expert) by virtue of his acquired 
scientific knowledge was able to successfully mobilize his/her knowledge to wield 
power over their clients but this is a relatively simplistic understanding of doctor-
patient encounters. For example, at one end of the continuum, post-structuralist 
theorists would argue that the patient knows more about their body than anyone, given 
that they are the only person who has experience of being in that body, with its 
feelings, sensations etc. At the other end, a functionalist approach would consider the 
doctor as having the ability to access an extensive body of scientifically generated 
medical knowledge and thus is able to understand the medical problem more fully. Of 
course, for figurational sociologists the notion that one actor has ultimate power over 
another is another example of dichotomous thinking and thus, something Elias 
advocated avoiding. If the claim to expert knowledge is representative of the relative 
power that one individual has in an interactive relationship (for example, the 
consultative relationship between doctor and patient), then the ability to claim 
superiority of knowledge over another is dependent on the situational context of the 
interaction and the broader structural constraints placed upon those individuals who 
are attempting to claim superior knowledge. 
 
One thing that emerges from this discussion, and which leads into a figurational 
approach to the sports medicine profession, is that medical professionals become 
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increasingly powerful as a consequence of their ability to persuade others that what 
they do is different, specialised and unique to them. In essence, medicine is the 
profession that claims to have monopoly knowledge over the human body. The reason 
why sport is interesting is because in some respects it offers a challenge to this 
medical dominance. Athletes (implicitly) claim monopoly knowledge over how to get 
the human body - their body - to perform to its maximum. Clinicians’ perceptions of 
athletes’ ability to claim knowledge and autonomy over the direction of consultations, 
as well as their capacity to make decisions on treatment programmes, is an important 
feature of the analysis of sports medicine clinicians’ relations with their athlete-
patients.  
 
4.5. Limitations of current figurational literature 
 
Although Waddington (1973) provides a perceptive account of professionalisation 
processes and an understanding of doctor-patient relations, his use of figurational 
tools is implicit in the work examined in this review. Whilst Waddington (1973) 
considers claims to autonomy in the doctor-patient relationship, a more adequate 
understanding of the autonomy of medicine per se is not merely the bargaining 
processes that take place between patients and doctors, but an appreciation of the 
statuses and relationships that exist between other groups involved in the broader 
network, for example, other health professionals such as physiotherapists as well as 
coaches and managers. In this regard, Jewson’s (1974) analysis is more figurationally 
explicit as he examines the interdependent relationships and power dynamics between 
a number of other health professionals, such as physicians, surgeons and apothecaries 
during processes of medical professionalisation, all of which claimed to have expert 
knowledge over the other. Jewson (1974) suggests that to speak of the medical 
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profession as a homogeneous group would be inadequate and thus it is more realistic 
to investigate occupational groups as divided into several fractions, each attempting to 
claim ascendancy over the others in an attempt to establish a monopoly over 
knowledge. Thus, those employing a figurational framework must be aware that those 
individuals involved in medicine are not static and separate but groups of 
interdependent human beings. Ignoring this would be to engage in what Elias would 
consider "naively egocentric" thinking (Elias, 1978: 14). 
 
4.6. Summary 
 
In this review, I have sought to examine the existing figurational literature on the 
professionalisation of medicine and the inter-personal relationships between doctors 
and patients. By highlighting the centrality of processes of development in the 
figurational approach, I have argued that the characteristics of doctor-patient 
negotiations can only be understood if we address the situational contexts in which 
these interactions take place, the enabling and constraining elements brought about by 
the networks of interdependency in which clinicians and patients are involved and the 
relative power dynamics of these individuals. I have also highlighted the need to 
assess the role that other health-care providers have in the medical figuration and 
particularly, their relative claims to professional autonomy, a theme that has not been 
examined from a figurational approach. Questions of this kind will form a central part 
of the following empirical discussions. Prior to this, however, the following chapter 
introduces and examines the methods utilised for data collection. 
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Chapter - 5. Methods 
 
5.1. Introduction 
 
This chapter provides an outline of, and a justification for, the methods used to 
generate knowledge about the working practices of doctors and physiotherapists in 
Olympic sport and the ways in which medical treatment is provided to Olympic 
athletes. In order to put this study into methodological context, and to clarify the 
suitability of these research tools, the chapter begins with an overview of the 
philosophical assumptions that underpin all forms of research. In this regard, 
reference is made to the epistemological and ontological approaches of research and 
the conventional debates that surround qualitative and quantitative research 
paradigms. Second, the chapter draws upon a figurational sociological approach to 
research methods and considers the use of central figurational principles that impact 
upon the research process, namely: the development of knowledge; the role of theory 
in empirical research; long-term developmental processes; and involvement and 
detachment. Third, the chapter describes the technical aspects of the research process 
such as administering the questionnaire, organising and undertaking interviews and 
data analysis. It further provides an in-depth examination of the selection of the 
research tools utilised in the study and the appropriateness of these tools for 
answering figurational research questions and the strengths and weaknesses of these 
data collection tools more generally. Finally, returning to issues related to 
involvement and detachment, I make some reflexive comments about my experiences 
of the research process including the notion of "researching up". 
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5.2. Epistemology and ontology in social research 
 
It is conventional within social science research methods to discuss the 
epistemological and ontological concerns that channel the study. This is important as, 
before we embark on any research, engaging with these debates provides the 
researcher with knowledge that aids our understanding about exploring a research 
topic. Our own theoretical concerns are underpinned by philosophical assumptions 
based upon the ontological and epistemological positions in relation to social reality 
and thus, these ideas need to be addressed early on in the research process. As Mason 
(1996) notes, "what you see as a potential data source, or what you see as a method of 
generating data, will both depend upon and express your ontological and 
epistemological positions" (p. 19). The following discussion begins with a brief 
outline of the ontological positions of objectivism and constructionism and is 
followed by a discussion of the epistemological positions of positivism, interpretivism 
and realism.  
 
There appear to be two broad ontological positions that are widely accepted by social 
researchers. The first, objectivism, is an ontological position that implies that social 
beings can and should be considered as objective entities that exist independent of our 
consciousness. This position identifies social reality as consisting of observable and 
external "facts" that exist independent from social actors. The second ontological 
position, constructionism, asserts that "social phenomena and their meanings are 
continually being accomplished by social actors" (Bryman, 2001: 17). In this 
ontological position, the interpretations and social and cultural meanings of social 
actors are understood as able to impact upon the construction of social reality. 
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Related to ontological concerns are issues surrounding epistemology. Epistemology is 
specifically concerned with what is regarded as appropriate knowledge about the 
social world and what counts as evidence in academic research. Three broad 
epistemological positions can be identified in the research methods literature. These 
are: positivism, interpretivism and realism (Bryman, 2001; Marsh and Smith, 2001). 
A positivist epistemological position advocates that the social world exists 
independent of our knowledge of it and that knowledge is derived from clear "facts". 
As Gratton and Jones (2004) explain: 
The social researcher can observe human behaviour and measure "facts" and 
"laws" of behaviour can be developed. These "laws" could then be applied to 
other contexts to explain or predict future behaviour (p. 16). 
 
From this epistemological position, absolute facts cannot be influenced by the 
researcher’s values or subjectivities. This position complements the ontological 
position of objectivism and these positions are often observed in the natural sciences 
such as physics and chemistry and, within sports sciences, the disciplines of 
biomechanics and physiology. 
 
In contrast to this positivist position is the epistemological position of interpretivism. 
This epistemological framework emphasises the need for researchers to "respect the 
differences between people and … grasp the subjective meaning of social action" 
(Bryman, 2001: 13). Central to its stance is the notion that social phenomena cannot 
be understood as a series of inanimate objects, the behaviour of which can be 
understood through the use of causal relationships. From this epistemological 
viewpoint, knowledge is derived from the meanings social actors attach to social 
phenomena. Not surprisingly, this position complements a constructionist ontological 
position with both perspectives seeking to explore socially constructed realities, the 
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associated meanings that social actors attribute to social phenomena and the ways in 
which actors behave on the basis of these meanings. 
 
Bryman (2001) describes a third possible epistemological position, realism which he 
argues shares aspects of positivism in the sense that advocates of this approach 
believe the natural and social sciences "can and should apply the same kinds of 
approach to the collection of data and to explanation" (p. 12). Chiefly, realists 
acknowledge that there exists a reality independent of our descriptions of it. Marsh 
and Smith (2001) state that the realist aim is to "develop analytical frameworks that 
help us to interpret the complex world" (p. 531) and, in terms of studying cultures, 
add: 
A realist might argue from a different epistemological position that these 
preferences and the decision making schemes are in part, a reflection of deep 
structural inequalities, for example based on gender, class or race, that we cannot 
directly observe (p. 534).  
 
5.3. Quantitative and qualitative approaches 
 
In terms of the particular methods we use in social research, social scientific 
researchers highlight two broad methodological approaches, quantitative and 
qualitative, within which research tools such as interviews, questionnaires, 
documentary analysis, can be located. It is also widely accepted in traditional social 
science research texts that quantitative and qualitative perspectives are viewed as 
separate and distinct in terms of their epistemological and ontological considerations 
(Bryman, 1984, 2001; Onwuegbuzie and Leech, 2005). This refers to what social 
scientists perceive to be the most suitable stance to be taken in relation to 
understanding the social world, what is to pass as acceptable knowledge and the ways 
 117
in which knowledge is gathered. It is worth highlighting these methodological 
positions and the particular epistemological and ontological assumptions that 
underpin them given that the current study employs data collection tools that are 
associated with both quantitative and qualitative methodological camps; namely, 
questionnaires and semi-structured interviews. 
 
 
Quantitative methods are typically depicted as approaches that apply the philosophical 
assumptions of the natural sciences (Bryman, 2001). Quantitative research follows a 
theoretical perspective where the purpose is to generate hypotheses that can be tested 
and it is often characterised as a relatively linear process of steps from theory to 
conclusion. Quantitative researchers also contend that scientific research can be 
conducted in a value-free way. This belief in objectivity also applies to quantitative 
researchers’ claims that social phenomena and their meanings have an existence that 
is independent of social actors. Quantitative researchers tend to be positivist in their 
approach to research. They are concerned with precise definitions, objectivity, 
reliability, replicability, validity and causality. Quantitative researchers are "absolute 
in the sense that they seek clear-cut criteria by which knowledge may be judged true 
or false" (Mennell, 1998: 187). When using quantitative research methods, it is 
suggested that a deductive approach is employed. This refers to the ways in which the 
researcher uses their knowledge of theory to deduce a hypothesis, which is 
subsequently tested throughout the research process. In other words, the theoretical 
perspective is used to guide the research and this theory is then returned to after the 
empirical research is completed. 
 
In contrast, qualitative methods attempt to see the world from the point of view of 
social actors and the ways in which they interpret their own social world. Qualitative 
 118
researchers are typically thought of as achieving deep, rich, insightful data. 
Epistemologically, advocates of this approach are interpretivist. They suggest that the 
subject matter of the social sciences - namely, individuals and their institutions - is 
fundamentally different from that of the natural sciences and, therefore, research must 
reflect the distinctiveness of social actors against the natural order (Bryman, 2001). 
Promoters of this approach are ontologically constructionist and believe that rather 
than being able to view the social world objectively, social phenomena and their 
meanings are continually being accomplished by social actors. Typically presented as 
opposite to quantitative methodology, qualitative researchers predominantly 
emphasise an inductive method, where theory is the outcome of the research findings. 
In other words, the observations and findings of research are generalised in order to 
conceptualise a theory.  
 
Of particular importance for figurationally-informed research is the notion that the 
methodological framework emerges from the nature of the problem to be investigated 
and not from the researcher’s predetermined philosophical assumptions. In this 
regard, it is more likely that the researcher selects the most appropriate tools to 
address their specific research questions. As Flick (2002) contends, the central criteria 
for conducting research are: 
whether findings are grounded in empirical material and whether the methods 
have been appropriately selected and applied to the object under study. The 
relevance of findings and the reflexivity of proceedings are further criteria (p. 
5). 
 
A more specific rationale for using questionnaires and semi-structured interviews in 
the current study will be discussed in more depth at a later stage in this chapter. 
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From this breakdown, it is clear that a researcher’s alignment with a particular set of 
philosophical assumptions concerning truth, knowledge and the nature of reality will 
shape their selection of research methods. Studies that are underpinned by a 
combination of positivist epistemological and objectivist ontological positions tend to 
promote the use of research methods traditionally defined as "quantitative", one such 
method being the questionnaire survey. On the other hand, those studies guided by a 
combination of constructionist ontological and interpretivist epistemological positions 
would tend to use those methods that reflect an attempt to uncover meanings, values 
and interpretations, such as interviewing.  
 
Having discussed "methods" from a philosophical perspective, the aim of the 
following section is to provide a figurational critique of methods in order to highlight 
Elias’s own epistemological and ontological allegiances (though he would not have 
couched them in these philosophical terms). Elias’s approach to methods moves 
beyond the traditional philosophical perspectives outlined above and provides us with 
an alternative for how we should understand social research methods. Nevertheless, 
whilst figurational sociologists have placed great emphasis on explaining the 
fundamental tenets of figurational sociology, relatively little attention has been given 
to outlining the processes and practicalities of conducting research from this 
perspective. In order to grasp Elias’s understanding of methods generally, it is 
necessary to revisit some of the distinguishing features of figurational sociology. On 
this basis, the following discussion examines critically: issues in relation to the 
problems of drawing false dichotomies; the relationship between theory and empirical 
evidence; the importance of analysing long-term developments and involvement and 
detachment.  
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5.4. Beyond philosophy: A figurational perspective on methods 
 
In their 1998 book, Mennell and Goudsblom discuss Elias’s questioning of the 
dichotomous nature of the interpretivist and positivist epistemological approaches to 
understanding social phenomena. He states: 
It is a question of how far either of these two types of model is suited to 
scientific enquiries into social phenomena. By raising it, one adumbrates the 
need for re-examination of a wider problem: that of the nature and acquisition 
of human knowledge generally (Elias, 1987 cited in Mennell and Goudsblom, 
1998: 243). 
 
Indeed, Elias was not merely concerned with the dichotomies of epistemological and 
ontological positions but all social scientific approaches that separated methods into 
mutually exclusive categories and dismiss what Elias regarded as a more reality 
congruent nature of society. As discussed in Chapter 4, central to the Eliasian 
approach is the image of "figurations" or complex networks of people, which must be 
borne in mind when we approach any kind of social research from this perspective. 
Elias (1978) called for a sociological position that was better attuned to the study of 
figurations as networks of interdependent human beings, with shifting and irregular 
power balances. To achieve this, researchers need to understand the connections and 
relationships between people and work from them to the elements involved in them.  
 
Any separation of theory and methods (such as those characterised in the 
philosophical schools of thought) raise a number of problems for figurational 
sociologists. First, figurational sociologists argue that to separate theory from methods 
is a misconception. For figurational sociologists, research methods should not be 
divided into categories such as quantitative and qualitative, positivist and 
interpretivist and objective or subjective, for all represent something of a false 
dichotomy. Figurationalists also contend that it is not helpful to understand research 
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as establishing definitive "truth" claims or, according to Mennell (1998) "clear-cut 
criteria by which knowledge may be judged true or false" (p. 187) as this is an 
unrealistic way of understanding the nature of social reality and an idealistic portrayal 
of how human knowledge is generated. Instead, Elias argues that a central principle of 
research concerns the development of a two-way interplay between "theory" and 
"empirical research". To this end, Dunning (1992) argues that sociologists should 
always "relate their observations to a body of theory and their theory to a body of 
observations" (p. 253). This "two-way traffic" (Elias, 1956: 20) is proposed by Elias 
so that ideas, theories and observations and perceptions of specific social phenomena 
are removed from abstract discussions of theory per se and towards an understanding 
of theory in relation to research. Thus, the task of social research is to explain the 
subjective views that exist within society. Elias (1978) discusses the value of theory 
thus: 
If one stands at point A, where three roads meet, one cannot "see" directly 
where these roads lead … so one uses a map … like maps, theoretical models 
show the connections between events which are already known. Like maps of 
unknown regions, they show blank spaces where the connections are not yet 
known. Like maps, they can be shown by further investigation to be false, and 
they can be corrected (p. 160)  
 
Indeed, following Elias’s (1956) contention for a "two-way traffic" between theory 
and research, our theoretical assumptions are bound to influence and have 
implications for our choice of methods and, by the same token, empirical data must be 
viewed through a theoretical lens so as to interpret and critically reflect upon the 
empirical data. Human thought processes must be seen as dynamic and thus we 
require a theoretical position that moves away from the simplistic and ordered 
characterisation of social reality such as those represented in the philosophical 
 122
approaches and towards concepts that better understand the complexities of social life 
and humans’ changing abilities to understand it.  
 
5.5. Elias and long-term developments 
 
One of the central problems for Elias was the tendency for some sociological theories 
to see the generation of knowledge as too diverse and too vague to provide realistic 
explanations for the actual course of knowledge development with its various ebbs 
and flows (Goudsblom, 1977). For Elias, the ways in which we tackle any research 
must be processual. Indeed, Elias contended that our understanding of sociology 
generally, and social scientific research specifically, was a fundamental part of the 
ongoing process of developing knowledge (Elias, 1978). He states: 
One attains a far better grasp of the raw materials with which sociology deals, 
if one does not abstract from their motion and their processual character, but 
rather uses concepts which capture the processual nature of societies in all 
diverse aspects, as a frame of reference for research into any given social 
situation (p. 115).  
 
In fact, all of Elias’s work is underpinned by an explicit understanding of 
development and process, particularly in relation to how knowledge has changed over 
time. For Elias "human thought and research are much more a continuous process, 
extending over generations" (1978: 37). Elias argued that we cannot pursue research 
methods in order to find timeless, law-like generalisations. Instead, he maintained that 
a developmental approach allows a researcher to probe an issue, trace its movement 
over time and explain how future social formations evolve out of earlier ones. 
Mennell (1998) provides a useful explanation of Elias’s work in this regard: 
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One theme of Elias’s work is to lead sociologists to think in terms not of 
"change of structures" or "structure and process", but rather in terms of 
"structures of change" and the "structure of processes" (p. 264).  
 
Mennell (1998) explains in more detail how we, as social researchers, must 
understand the "objects" of our research; namely, human beings:  
People – that is persons – are processes too. Their I-, we-, and they-images 
change over a lifetime. They change, moreover, over periods longer than a 
single lifetime. For, when Elias uses expressions like ‘lengthening chains of 
interdependence’ he is, as Eve (1982) puts is, ‘not talking just of changing 
patterns of "relationships between" but changing structures of people, 
changing constitutions – and not least, changes in the boundaries of "I", "we", 
and "they"’ (p. 265). 
 
 
A number of figurational sociologists have discussed the advantages of utilising a 
developmental approach in sociological research. For example, Dunning (1987) 
suggests that "a developmental approach allows the possibility of capturing both the 
processes which involve movements towards higher or lower levels of differentiation 
and integration and the connections between stages in such processes" (cited by 
Maguire, 1988: 188) Similarly, Maguire (1995) notes: 
In order to understand present social structures and patterns of action, an 
understanding of the past is not only desirable, it is a necessity. Such an 
approach would facilitate an analysis of how the present is connected to the 
past and how exponents of these disciplines4 need to examine the structured 
processes within which sport development has occurred (p. 7). 
 
Both Dunning and Maguire have also drawn attention to the benefits of a 
developmental position in relation to changes in the emotional involvement of the 
                                            
4 Maguire (1995) is referring to two types of historical-process sociology in this example. The first, a 
historical sociological tradition that involves a sociology of the past and the second, an approach that 
seeks to discover and explain longer-term structured processes of development. 
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researcher during the research process. This will be examined in the discussion of 
Elias’s concept of involvement and detachment. For now, however, it is fruitful to 
return to the issues of development and process, and how a sensitivity toward these 
issues is employed in the current study. 
 
Whilst Elias conducted social research that incorporated long-term, historical analyses 
and particularly those developments which occurred over three or more generations, a 
study of sports medicine practices is inevitably difficult to conduct over such a time 
span, given the relatively recent emergence of this area as a medical speciality. 
Having said this, the current project conducts research that is sensitive to processes 
such as incremental knowledge gains and reference to broader power structures 
encapsulated in the concept of professionalisation. One way in which the current 
study addresses this is by focussing on the changing nature of medical treatment over 
the career span of a number of medical staff and thus capturing a processual dynamic 
that a figurational approach favours. In this regard, whilst the current study is less 
concerned with using figurational sociology in the sense of tracing long-term, 
historical developments, it attempts to use Elias’s principals to study contemporary 
phenomena; an approach that has become increasingly popular with figurational 
sociologists in recent years. That is to say, this study does not claim to be sensitive to 
longer-term developments in their traditional sense over a number of generations, but 
employs a mobilisation of figurational theory that understands changes that occur 
within the "I", "We" and "They"- perspectives of individuals over a shorter period of 
time, for example, over a career span.  
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5.6. Involvement and detachment 
 
Elias’s (1956) concept of involvement and detachment concerns "the long-term 
development of human knowledge and the place of the sciences within it" (Mennell, 
1998: 179). Elias was concerned that, in order for sociology to be considered as a 
‘science’, "it had to develop methods appropriate to its own subject-matter" (Dunning, 
1992: 245). Elias argued that, unlike natural scientists who are more able to conduct 
empirical research without allowing their own personal biases, beliefs and anxieties to 
interfere with data collection5, social scientists can find themselves struggling with the 
pressures associated with being a part of the same society they aim to investigate. 
This, coupled with Elias’s contention that "sociological research and theory is 
hindered rather than helped by thinking in terms of such simple dichotomies as those 
between "subjectivity" and "objectivity", "irrationality" and "rationality" (Dunning, 
1992: 244) or philosophical dichotomies such as "positivst" and "interpretivist" or 
"quantitative" and "qualitative", was the impetus for introducing a sensitising concept 
better suited to this type of research.  
 
To begin with, the concept of involvement and detachment (Elias, 1956) did not 
simply refer to a case of being either involved or detached. For Elias, these terms 
should be seen "not as polar contrasts, but on a continuum along which blends of 
‘involvement’ and ‘detachment’ are located" (Mennell, 1989: 160). Thus, it was 
Elias’s contention that conceptualising knowledge and understanding in terms of an 
involvement-detachment continuum is more adequate than conventional arguments 
surrounding objectivity and subjectivity. The reasons for this, Elias suggested, were: 
first, involvement-detachment does not involve a radical dichotomy between 
categories such as "objective" and "subjective", as though these were mutually 
                                            
5 Of course, post-structuralist sociologists would argue that incorporating their own personal biases, 
beliefs and anxieties is an important feature of doing and understanding their research. 
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exclusive categories; and second, in line with Elias’s broader sociological project, 
involvement-detachment is relational and processual and as such, provides a 
framework from which social researchers can examine the development, over time, of 
more "object-adequate" and "reality-congruent" knowledge from less "object-
adequate" knowledge (Dunning, 1992; van Krieken, 1998; Waddington, 2000). 
 
For Elias, in order to help develop more reality-congruent explanations of human 
behaviour, there is a need to strike a balance between a necessary degree of 
detachment and an equally necessary and un-avoidable degree of involvement, with 
this balance "tilted" towards the former (Dunning, 1999). Dunning (1999) notes that 
this can be achieved by taking a "detour-via-detachment", where the researcher 
attempts to take a "step-back" from the research in order to see social phenomena 
more clearly, holding his/her views and beliefs in-check so as to reduce their 
influence on the research, and maximise the chances that s/he will develop as much 
empirically-based rather than ideologically-based data as possible.  
 
Whilst figurational theory encourages the sociologist as participant to take this detour-
via-detachment and become a sociological observer and interpreter, a number of 
authors (Rojek, 1986; Maguire, 1988 and Hargreaves, 1992) have criticised 
figurational theory for offering merely theoretical guidelines to achieve this desired 
researcher position without contributing any solutions to this problem. Following 
these critiques, there have been a number of figurational responses, most notably from 
Dunning (1992), that deal with some of the "rules" or procedures for using Elias’s 
involvement and detachment concept throughout one’s research. These are examined 
below.  
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First, Dunning (1992) highlights the need for the sociologist to "avoid the retreat to 
the present" (p. 252) by attempting to locate the research within a wider network of 
interdependencies and the relevant historical context. Indeed, both Dunning (1992) 
and, in an earlier paper, Maguire (1988) suggest that using a longer-term, 
developmental perspective that pays attention to the historical location of the research 
may help the researcher remain detached. Of course, these longer-term developments 
are much easier to accommodate in particular areas of research and have been used 
successfully elsewhere (see Dunning and Sheard’s 1979 study of the development of 
Rugby Football) but are perhaps less easily utilised in "newer" sociological enquiries 
which have less strong historical roots. 
 
Dunning’s second and third rules consider the importance of exploring social 
processes for their own qualities so as to avoid bias associated with personal interest 
and emotional involvement. One way in which Dunning suggests we can avoid such 
problems is by seeing the research through the eyes of the respondents rather than our 
own.  
 
Dunning’s fourth procedure relates to the ways in which research should be guided by 
both theory and evidence. As noted above, for him, researchers should relate "their 
observations to a body of theory and their theories to a body of observations" 
(Dunning, 1992: 253). For figurational sociologists, this involves striving for 
relatively high levels of detachment in research by utilising scientific theories that are 
inherently more "object-orientated" (p. 253) than ideologies and by testing theories 
we are more likely to be detached in our approach to research. Finally, and in order 
for sociologists to ensure their "detachment is suitably tempered by an equally 
necessary involvement" (p. 254), Dunning’s fifth rule highlights that sociologists 
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should research areas in which they have a personal interest and/or "detailed practical 
experience" (p. 254). 
 
Whilst Dunning (1992) provides a detailed response to critiques of involvement and 
detachment, it is worth highlighting how sociologists utilising figurational theory 
have mobilised involvement and detachment in their own research. Importantly, 
Dunning (1992) notes that "even though the capacity for detachment is a human 
universal, the balance between it and involvement varies both among individuals and 
societies and groups" (p. 247). That said, we might also suggest that the position of 
the social researcher along the involvement and detachment continuum will vary 
considerably. How can we, as social researchers, know that we are at an appropriate 
level of detachment to heighten our chances of achieving more "reality-congruent" 
data? Will our subjectivities of what forms this appropriate blend differ? What is the 
most "appropriate balance" between the involvement and detachment poles and how 
do we know that we have achieved it? Equally, how do we distinguish in other 
people’s work what is a "good" or an appropriate level of detachment and what is not? 
For example, reflecting on the consequences that his previous status as a professional 
footballer might have had on the generation of reality congruent knowledge, Roderick 
(2006) suggests that the reader should decide whether this prior involvement had 
affected his reaction to, and understanding of, the stories of his interviewees. This 
may be problematic, however, for we should not assume that every reader has an 
equally valid assessment of a researcher’s involvement throughout the research 
process. Are some readers better qualified to make a judgement? If so, why are they 
and what do they do differently? For example, do we prioritise sociological training 
rather than lay-knowledge of the social world? Is it the case that sociologists are able 
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to compare findings within different areas of investigation and are thus, more 
detached?  
 
What is useful about Roderick’s (2006) discussion of involvement and detachment is 
his focus on the involvement side of the continuum as there remains a tendency in 
figurational work to place greater emphasis on the benefits of detachment. This has 
led some (e.g. Hargreaves, 1992) to see involvement and detachment as an essentially 
positivist position. Moreover, the balance between involvement and detachment is 
likely to change during the course of research and may thus be more complex and 
dynamic than is often portrayed. First, the researcher’s position along the 
involvement-detachment continuum is likely to depend on the use of research 
methods. When utilising "mixed-method" approaches, as in the current study, this 
position is likely to alter when employing questionnaire and interview data collection 
tools. The balance between involvement and detachment may also shift depending on 
the role of the researcher. For example, Maguire and Mansfield’s (1998) research on 
the experiences of women who participate in aerobics highlights the ways in which 
the balance of involvement and detachment varies. In this study, one researcher was 
responsible for the fieldwork, using participant observation and interviews, whilst the 
second researcher maintained a background or supervisory role. Due to their differing 
roles, Maguire and Mansfield (1998) discuss a practical method that was used so that 
the project as a whole was able to maintain an appropriate degree of detachment. 
They contend that "a degree of detachment from the research context occurred when 
both authors conducted an ongoing exchange of views about observation and 
interview material and of figurational and feminist thought" (1998: 118-9). In this 
regard, Maguire and Mansfield recognise that there was a dynamic and shifting 
relationship between involvement and detachment throughout their study but contend 
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that by regularly filtering the information gathered during data collection through the 
researcher who was less involved in the practical aspects of the research process, the 
data could be viewed more critically and could thus move further from the involved 
end of the continuum and towards greater detachment. Maguire and Mansfield’s 
method is useful for two reasons. First, it encourages researchers to be consistently 
reflective and critical of their research findings and second, it supports the 
researcher’s path to maintaining logical consistency in their research. Given their need 
for producing data that supports their own assumptions, those who are overly 
involved may present evidence that does not adequately reflect the broader social 
phenomenon, but instead reflects their own taken for granted ideas about the nature of 
the social reality which they are investigating. 
 
Further contributing to the shifting balances of involvement and detachment, 
Mansfield (2007) utilises the term "involved-detachment" to describe the "ever-
changing balances of passion and reason in scholarship about the gendered character 
of activities in the sport, tourism and sports tourism spheres" (p. 117). For her, this is 
a reflection of the importance of involvement as a "necessary requirement if 
ethnographers are to be able to understand the realities and identities of the members 
of different sports groups, to make that which seems strange become familiar" (p. 
124). In this regard, Mansfield (2007) alludes to the researcher’s potential to 
manipulate their position along the involvement and detachment continuum so as to 
build greater rapport with those whom they are researching. For example, Mansfield 
(2007) contends that she utilised her previous involvement and status as a fitness 
instructor and claims that her previous "abilities, expertise and cultural capital" (p. 
129) facilitated her involvement and her credibility when researching women’s use of 
the fitness gym. The notion that researchers may be able to manipulate their position 
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along the involvement and detachment continuum will be further explored in section 
5.10 of the current chapter which reflects upon the research process.  
 
5.7. Research design, sampling and data analysis 
 
The current study utilises both questionnaires and semi-structured interviews to gather 
empirical data about the working practices of doctors and physiotherapists involved in 
the treatment of Olympic athletes. Contact was initially made with a chief medical 
practitioner for Olympic sport in June 2007 and the research objectives, proposed 
methodologies and potential research participants were discussed in detail. Those 
doctors and physiotherapists who were currently members of the BOA’s (British 
Olympic Association) medical and physiotherapy committees (each Olympic sport 
National Governing Body nominates one doctor and one physiotherapist to each 
committee) were considered the most appropriate sports medicine professionals to 
target as they were likely to be pivotal in the delivery of health- care to Olympic 
athletes and thus, more likely to provide appropriate reflections on their involvement 
in sports medicine. Targeting the committees was also the easiest way of identifying 
contacts and guaranteed a breadth of coverage across all Olympic sports. This sample 
population was agreed by this person of contact, the "gatekeeper" and s/he advised me 
to contact the chair of the physiotherapy committee and his/her personal secretary to 
discuss the appropriate method for distributing the questionnaires.  
 
As a means of testing the suitability of the questionnaire design, a small pilot study 
was undertaken prior to the distribution of questionnaires to doctors and 
physiotherapists. These pilot questionnaires were distributed by the "gatekeeper" to 
his/her work colleagues (all sports medicine doctors employed at the Olympic 
Medical Institute) and were returned to the researcher via post along with some 
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feedback (see Appendix Two). Whilst the pilot study was by no means exhaustive, it 
benefited the researcher by clarifying issues relating to specific questions, areas that 
needed further examination in the interviews and gave the researcher greater 
confidence that medical staff would both be at ease with the questions being posed 
and be able to provide meaningful data. Several changes to the design of the 
questionnaire were made after feedback from the gatekeeper and after discussions 
with the research supervisor. The final questionnaire had 26 questions, the majority of 
which were closed. Four open ended questions were used to provide more qualitative 
data and to identify potential areas of discussion for the following interviews. 
Questionnaire respondents were able to provide their contact details at the end of the 
questionnaire. A copy of the questionnaire is provided in Appendix One. 
 
After completion of the final questionnaire, contact was made with the chairs of the 
physiotherapy and medical committees and potential methods for the distribution of 
questionnaires were discussed. The chair of the medical committee felt it was more 
appropriate if questionnaires were sent from the British Olympic Association so as to 
maintain anonymity. A batch of thirty-five questionnaires was sent to the British 
Olympic Association’s headquarters in October 2007. The researcher included pre-
paid return envelopes so that completed questionnaires could be returned to the 
researcher directly. The chair of the physiotherapy committee provided me with a list 
of email contacts for the physiotherapists. A brief, personal email outlining the 
research aims and relevant information about becoming involved was sent to each 
physiotherapist in November 2007. It was important that this email was sent to 
physiotherapists individually as opposed to a group email so that physiotherapists 
were not influenced or "put off" by knowing who else had been contacted. The email 
was designed so that physiotherapists could respond directly to the researcher, ask any 
 133
further questions and volunteer to be included by requesting a questionnaire to be sent 
to them personally. Questionnaires were distributed via post and a pre-paid return 
envelope was provided to encourage return. Response rates of 58.8% for 
physiotherapists and 60% for doctors were achieved and questionnaires were analysed 
using SPSS (a discussion of these findings is undertaken in Chapter 6).  
 
Sixteen physiotherapists and eighteen doctors provided contact details and interviews 
were subsequently conducted with fourteen doctors and fourteen physiotherapists 
between January and May 2008. Each interview was transcribed as soon as possible 
after the completion of the interview to allow the researcher to reflect upon the 
interview and to have the best opportunity for recalling and documenting any issues 
and potential themes for inclusion in future interviews. Whilst there are particular 
methods to make analytic sense of interview data, the use of thematic coding 
according to emergent themes and sub-themes was most useful. Extracts from the 
interview transcripts were placed in separate word documents for reference during the 
course of data-collection and after completion. Further analytical notes were made 
after each interview in order to connect the emerging themes to the existing literature 
and theoretical concepts which helped to further regulate and develop the interview 
questions and enabled the researcher to ask additional questions in relation to these 
central themes.  
 
The following discussion outlines the general benefits and limitations of using these 
data collection methods in conjunction with one another. For example, used alone, 
questionnaires will only emphasise basic, largely quantitative, knowledge and thus, 
interviews enable the researcher to achieve a deeper understanding and an opportunity 
to build upon the issues raised in the questionnaire. The following discussion also 
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provides some commentary on the use of these methods when conducting sociological 
research from a figurational perspective.  
 
5.8. Self-report questionnaires 
 
The primary aim of the self-report questionnaire was to gain basic, descriptive 
information about doctors’ and physiotherapists’ methods of job appointment, their 
qualifications and their general career structures. The central advantage of 
questionnaires is the ability for the researcher to obtain a large amount of data from a 
diverse group of people, in a relatively cheap way. The participants in the current 
study were under no pressure to complete the questionnaires and so they could 
complete them largely at their own pace and in their own time (the researcher did 
request that questionnaires were returned within one month of distribution). The 
respondents were able to express their beliefs anonymously, which may have 
encouraged a greater degree of honesty and thus, a more realistic depiction of their 
working practice (although anonymity was compromised if the questionnaire 
respondent provided contact details). Furthermore, the researcher was able to compare 
questionnaire responses "like with like" given that all the questionnaires were the 
same and participants’ responses were not affected by the presence and/or bias of an 
interviewer. As Fowler (2002) notes in this regard, "researchers want the differences 
in answers to stem from difference among respondents rather than from differences in 
the stimuli to which the respondents were exposed" (p. 78).  
 
The notion that questionnaires simply reflect straightforward, fixed responses and not 
the process that the respondent had undertaken to reach his/her response was 
considered as a potential limitation of this research method, particularly for 
figurationally guided research. The need to understand process is particularly 
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important for figurational sociologists, for example, why and how a respondent has 
arrived at their conclusion as opposed to simply what their conclusion may be. For 
Elias, simple quantitative methods like questionnaires are indicative of what he refers 
to as "process-reduction" (Elias, 1978) as they are likely to reduce data collection to a 
static position in time rather than as a continuous process of change. The second 
limitation for figurationally informed research is the belief that questionnaires 
consider the responses of individuals in isolation and are unable to gather knowledge 
on the interdependent relationships in which the respondents are inevitably enmeshed. 
As Mennell (1998) notes: 
The problem of opacity in social figurations is such that, even if 
questionnaires yielded full evidence of all individuals’ perceptions of the 
figuration into which they are woven, that evidence would not necessarily add 
up to produce an adequate understanding of the dynamics of the figuration. If 
sociologists are to unravel social processes, they have to spot the 
consequences of people’s interweaving actions which participants do not 
perceive, and this involves finding the factual links-from a they-perspective-
missing from the participants’ pictures of their social figurations (p. 268).  
 
A third limitation of questionnaires relates to their generally low response rates in 
social research, a particular problem in the current study given the small target sample 
(35 doctors and 34 physiotherapists on their respective committees). At times, it was 
difficult to convince doctors and physiotherapists that the questionnaire was 
worthwhile and there were a number of occasions when potential respondents were 
"chased up" in an attempt to get them to complete the questionnaire. The gatekeeper 
was useful in this regard as s/he was able to approach some medical staff in person 
during normal working hours. S/he also gave me the opportunity to attend one of the 
BOA medical committee meetings (April 16th 2008) where I was able to discuss the 
project with doctors in person and was given full and public support from the 
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gatekeeper who talked about the value of the project for doctors working in sports 
medicine. This opportunity was useful as it generated a further four interviewees. 
However, I only received a further two questionnaires. Unfortunately, I was unable to 
access the physiotherapy committee meeting in the same way, primarily due to the 
irregularity of their meetings. However, one benefit of being in email contact with 
physiotherapists was the opportunity to send reminders to respondents who had 
agreed to complete questionnaires. 
 
Despite these limitations, the use of questionnaires was justified in three ways: first, it 
provided a broad understanding of medical provision and working practice of doctors 
and physiotherapists; second, it was the most appropriate means of generating a 
sample group of interviewees and provided respondents with the opportunity to self-
select for interview and provide contact details; third, it provided baseline data that 
could be developed in the interviews and as such, topics generated from the 
questionnaire responses were identified and formed the general thematic guide to the 
interviews. In an attempt to address key ideas within figurational sociology (such as 
process and interdependence) in the research, semi-structured interviews were used in 
conjunction with self-report questionnaires. The following discussion outlines the 
focus of the interviews, how interviews were utilised in the current study, some 
general advantages of interviewing, and the benefits of using interviews for 
figurationally-guided research. 
 
5.9. Semi-structured interviews 
 
Burgess (1984) contends that qualitative methods such as interviews are particularly 
well suited to seeking an understanding of an individual’s subjective experiences in 
order to gain richer data more generally. Face-to-face interviews allow the researcher 
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to identify the perceptions of the respondent - that is, their habitualised values and 
dispositions - and in this regard, the researcher’s task is to demonstrate the patterns 
among these. When conducting social research from a figurational perspective, it is 
important to understand knowledge as socially generated and the potential influence 
the researcher’s degrees of involvement-detachment has for the production of more or 
less adequate knowledge. For Elias, balances of involvement-detachment shift at 
every stage of the research process. Interviews create opportunities for the social 
researcher to address the subjective views of respondents. However, Elias advises 
researchers to undertake a "detour-via detachment" (Elias, 1956, 1987) and adopt a 
less involved stance to allow the researcher to generate more adequate knowledge (see 
earlier discussion in section 5.6).  
 
Semi-structured interviews also allow the researcher and the respondent an 
opportunity to be flexible. Because this type of interview does not have a fixed 
structure, it allows the researcher to look at the complexities of interviewees’ thoughts 
and experiences. In this regard, Roderick (2003) suggests that:  
Interviewers are able to adapt questions around a pre-existing basic structure 
to meet the circumstances of the respondents, re-order the questions to 
coincide with data revealed or insert extra questions to probe any revelations 
or issues that may have arisen (2003: 92). 
 
The relative flexibility of semi-structured interviews allows the respondent to answer 
questions raised by the researcher but also to raise and discuss any related issues not 
included on the interview schedule but which are central to their experiences. They 
enable the researcher to tease out complex and/or subtle variations to views and 
explore with the respondent the wider networks of relationships in which they are 
embedded. Indeed, Green (2000, 2002) argues that this method provides a particularly 
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appropriate means of exploring respondents’ "worlds from their perspective, from the 
‘inside’" (2000: 185). He suggests that the networks of interdependence in which 
individuals are involved enable and constrain how one acts and behaves. In this 
regard, respondents’ thoughts and behaviour can only be understood if the shifting 
relational networks in which they are involved are considered. Thus, interviews are 
useful tools for getting beyond the superficial aspects of respondents’ lives and enable 
the researcher to probe respondents’ perceptions of the figurations in which they are 
entwined. Green’s (2000) research highlights how semi-structured interviews can be 
used to address the temporal and spatial features of these networks. For example, 
researchers may explore the "personal, local, past and present dimensions" (p. 185) of 
the respondents’ lives and this was attempted in the current study by probing the 
interviewees to reflect upon their own processes of employment and their experiences 
whilst practicing sports medicine. During the interview process, the researcher is able 
to ask respondents about their individual interests, their views on the interests and 
pursuits of others and their opinions of the collective interests of the groups to which 
they belong (Roderick, 2003). In figurational terms, the interviewer is identifying the 
"I" and "we"-perspectives of their respondents, which are central to the social 
sciences. Identifying these perspectives is important for figurational sociologists as 
Goudsblom (1977) suggests, "identifying the ‘we’-perspectives of different groups 
may enable him to understand something of the sense in which certain actions and 
objects are ‘meaningful’ to these groups" (p. 180). At the same time, however, 
Goudsblom highlights the need for social researchers to be cautious when interpreting 
these perspectives for they can be deceitful and thus, misleading for the researcher. 
For example, the comparison of various "we"-perspectives can give rise to 
contradictory interpretations and, thus, Goudsblom (1977) notes that interviews 
become even more complex when the researcher attempts to understand and interpret 
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them. In this regard, Goudsblom (1977) suggests that, "while ‘we’-perspectives are 
indispensable in sociological analysis, so are ‘they’-perspectives, which show the 
figuration from a greater distance and may thereby offer a fuller view of how the 
intentions and actions of the various groups are interlocked" (p. 181). Thus, 
Goudsblom highlights the need for "a detached ‘they’-perspective’" (p. 181) and thus, 
a detachment from the usual, everyday aspects of respondents’ lives in order for the 
interviewer to identify the processual developments that affect respondents’ daily 
lives. This is where the observation of the researcher becomes important, for the 
researcher must recognise that data collected in interviews are the interviewee’s 
interpretations of "I" and/or "we" and thus, images from their subjective experiences 
at a particular point in time (Roderick, 2003). This is particularly important for 
figurational sociologists given their wish to link broader social processes to changes 
in personality structures over time. 
 
Questionnaire respondents were given the opportunity to self-select for interview by 
providing contact details at the end of the questionnaire. All questionnaire 
respondents who provided contact details were contacted via telephone where the 
researcher explained the nature of the interview in greater depth and in an attempt to 
put the respondent at ease. Providing the respondent was comfortable with their 
involvement, an appropriate time and place for the interview to take place was 
arranged. The relationship I had built with the gatekeeper both enabled and 
constrained the rapport I acquired with interviewees. This was in relation to both 
doctors and physiotherapists given that the gatekeeper was directly involved in 
medicine, but also had an input into the organisation of sports physiotherapy in British 
Olympic sport. On the one hand, particularly from the perspective of clinicians 
involved in "minor" sports, this relationship provided me with an air of authority and 
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the gatekeeper’s interest in the research topic convinced interviewees that they should 
be interviewed as it provided them with an opportunity for their opinions to be heard. 
On the other hand, one unintended consequence of the gatekeeper’s public support of 
the project at the BOA medical committee meeting was to generate anxiety amongst 
some sports medicine staff about how/if the information they provided was going to 
be passed on to this individual which, in turn, may have had consequences for their 
positions in sports medicine. Consequently, on a couple of occasions, interviewees 
backtracked and expressed concern about their involvement in the project. In these 
situations, I found that I had to convince interviewees about my ability to protect their 
anonymity, the usefulness of the project and how the information I received was 
going to be documented. In the majority of cases, reassurance convinced respondents 
to be at ease whilst, on a couple of occasions, respondents requested that I did not 
transcribe particular elements of the interview when the respondent felt that their 
opinions were controversial or where they had highlighted personal criticisms of 
others’ work in sports medicine. These comments were not central to the research 
questions and were removed as requested. 
 
Interviews explored broad themes including participants’ working practice, 
backgrounds and experience in medical disciplines, relationships with significant 
others (in particular other sports medicine staff), the management of pain and injury 
day-to-day and in international competition and reflections on their own development 
and the development of the discipline of sports medicine. For the most part, 
interviews took place at the most convenient place for the interviewee. This was 
usually their place of work or home. However, a few interviews took place in 
convenient "middle grounds" for the researcher and the interviewee, such as coffee 
shops and in one instance, the British Library. Of the total fourteen doctors 
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interviewed three were full-time general practitioners (GPs), three full-time hospital 
consultants, two full-time EIS, one full-time SIS (Scottish Institute of Sport), one 
part-time EIS and part-time private practitioner, one full-time British Olympic 
Association (BOA) and part-time EIS, two part-time EIS and part-time hospital 
practitioners and one part-time within the British Paralympic Association (BPA). The 
fourteen physiotherapist interviewees consisted of five full-time EIS practitioners, six 
full-time private practitioners, one part-time private practitioner, one full-time within 
the British Olympic Association (BOA) and one full-time in UK Sport. Interviews 
lasted between forty minutes and ninety minutes and all interviews were recorded and 
transcribed verbatim. 
  
Rapport between respondent and interviewer was variable, and this had some effect 
on the length (and quality) of the interviews. While in the shorter interviews 
discussion was fruitful and beneficial for the research, during these interviews the 
researcher always felt time pressured which was often a reflection of the interviewees’ 
busy schedules/commitment to the project. Another limitation for the researcher was 
when interviews were conducted in less appropriate places such as coffee shops and 
bars, where background noise was unavoidable. Less appropriate spaces such as these 
affected the fluidity of the interview because of outside interference and transcribing 
these interviews was particularly problematic. This continued to be problematic even 
though I had access to specialist police equipment that is used to alter the sound 
frequencies of difficult sound recordings so that the foreground noises can be 
distinguished from any background interference. This is one aspect of the "messy 
process" (Bloyce, 2004) that concerns the practicalities of doing sociological research, 
something which often does not feature in discussions of research methods. Two 
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examples of interview transcripts (one with a doctor and one with a physiotherapist) 
can be found in Appendix Three. 
 
A further consideration in social research is the extent to which data can be 
considered as reliable and valid. Whilst these expressions have different meanings in 
positivist and interpretive work (see Sparkes, 1992) it is important to consider the 
‘trustworthiness’ of the research findings. The procedures used to ensure the 
credibility of the data in relation to reliability and validity included: the continual 
cross-reference of findings with the research supervisor and discussion of emergent 
themes in comparison to previous literature in this research field; regular contact with 
the gatekeeper to check emergent themes (this included sending a draft empirical 
chapter which was given a wholly positive response and was sent to other sports 
medicine clinicians for reference) and the presentation of research findings to external 
and independent audiences. Of course, whilst it was possible for the interviewees in 
the current study to mislead the interviewer by providing a biased view of their 
occupations, it was clear early on in the interview process that a clear pattern was 
emerging among sports medicine clinicians from various professional and sporting 
backgrounds and thus, no deliberate falsehoods were acknowledged. Moreover, the 
stories and experiences of these interviewees were consistent with the research 
findings of previous studies which were highlighted, in particular, during discussion 
and questioning at conference presentations.  
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5.10. "The girl from university" and the "medical elite": 
Reflections on the impact of professional roles on interview 
rapport 
 
Having outlined the epistemological and ontological underpinnings of the thesis, the 
benefits and limitations of employing questionnaires and interviews as well as the 
"technical" information about data collection (for example, questionnaire response 
rates, number of interviews conducted, length) it is also important for researchers 
conducting qualitative research to reflect upon the contextual detail of undertaking 
interviews and the ways in which interactions with respondents may affect the 
generation of qualitative data. For figurational sociologists, this is a central task of the 
researcher and is most often expressed in terms of the balance between involvement 
and detachment outlined earlier. Whilst it is central for figurational researchers to be 
critical of their position along this continuum, this critical stance is often concerned 
with the assumptions the researcher may have about those they are studying before 
entering the research field. However, less evaluation has been conducted by 
figurational sociologists on the impact of the researcher’s personal characteristics; 
such as their gender, social class and ethnic background and how these characteristics 
may alter the relations between interviewer and interviewee and, central in this regard, 
the balance of power between them. Thus, the following discussion seeks to address 
how I attempted to create and manage a particular "self" that I believe assisted in the 
generation of reality-congruent knowledge.  
 
Reflecting upon her research in management contexts, Cassell (2005) discusses the 
creation of interviewer-identity during the interviewing process and argues that 
identities are constructed during singular interviews. It became clear in the initial 
stages of the interviewing process that I also had to alter the way in which I portrayed 
myself during interviews depending on the signals from the interviewee. In particular, 
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it was clear early on that my personal characteristics and professional background 
were of interest to many, and a concern for a few, interviewees. Primarily, 
interviewees expressed surprise at my age (24 at the time) and were keen to ask about 
my professional credentials. Whilst I did not feel threatened by this intrigue, I felt that 
my age may affect my ability to establish legitimacy in the eyes of the interviewee. 
Thus, it became important that I engaged in what Cassell (2005) understands as a 
"management of the self" to ensure that I was providing myself with the best 
opportunity to establish the necessary rapport in order to generate sociological 
knowledge. This is central because, as Miller (2004) highlights, the importance of 
"participants’ perceptions of the research relationship" will have implications for 
"their responses to interview questions or questionnaire items" (p. 218). I felt it was 
appropriate to portray professionalism when meeting my respondents and conducting 
the interviews so dressed smartly and greeted interviewees with a hand shake. 
Primarily, this was because I was concerned that my interviewees would not consider 
my research worthwhile if I was too relaxed in my approach. I introduced myself as a 
researcher from Loughborough University and thanked the interviewee for their time 
before conducting the interview in the hope that my interviewees realised my 
appreciation for them taking time out of their busy professional lives.  
 
Despite my attempts to manage a professional persona, I constantly had doubts about 
my ability to "do a good job". I wanted to be seen as a professional who knew what 
she was doing but their first impressions of me as a young female did not provide me 
with the professional status I craved. This was particularly pronounced in interviews 
with older, male doctors, some of whom seemed reluctant to talk to me. In contrast, 
physiotherapists tended to be younger and were happy to openly discuss their work 
and the majority expressed a keen interest in my research. I was also a novice 
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interviewer and wondered how I might convince my respondents that I knew more 
than I did. Whilst I had conducted interviews during my time as an undergraduate and 
master’s student, these interviews had been conducted with "peers" and thus those 
with whom I felt comfortable. This was primarily because of my previous 
involvement with gymnastics at an elite level. When interviewing gymnasts, their 
parents and coaches, my previous status as an "insider" provided me with a greater 
legitimacy and, at times, it was an opportunity for them to compare and contrast their 
experiences with my own. In contrast, the current research was being conducted with 
people of whom I had no prior knowledge. Indeed, even throughout my time as a 
gymnast, I had (luckily) not interacted with any sports medicine professionals and 
thus could not reflect on their working practice even via a lay-perspective. Coupled 
with this lack of knowledge about them and their work, their status as medical 
professionals further contributed to my fear of being unable to gather data. How was I 
going to get the information I needed from them? How would I convince them to 
open up? Thus, the notion of "researching up" became a constant point of reflection 
during the interviewing phase of the research.  
 
Despite the reservations about my age, gender and lower professional status relative 
to my interviewees, on reflection, and perhaps surprisingly, these characteristics 
appeared to be my greatest advantages in establishing interview rapport. From the 
perspectives of my interviewees, I was unthreatening. Because of the comparative age 
differences, they talked to me like I was their daughter and many chose to emphasise 
my youth and lack of knowledge about the "real world" so as to communicate their 
superior knowledge. On one occasion, whilst sitting in a hospital reception area 
waiting for one doctor to finish his/her consultation, I overheard him/her saying to the 
receptionist that s/he would like to speak to "the nice young girl doing some 
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research". Thus, on reflection, rather than attempting to create a professional persona, 
it was more beneficial (and perhaps more practical) for me to portray less knowledge 
and understanding than I had in reality. Of further benefit to interview rapport was the 
notion that there was no commonality between our professional roles. For example, 
one interviewee described how s/he felt comfortable being interviewed because I had 
"no axe to grind" as a researcher with limited knowledge of sports medicine as a 
career. For them, I was an "outsider" to their work in sports medicine and my limited 
knowledge of their work and relatively lowly status meant that I was not perceived as 
a threat.  
 
Whilst this particular form of detachment/involvement created generally better 
rapport in interviews, in a similar way to Mansfield’s (2007) manipulation of her 
position along the involvement and detachment continuum, I found that there were 
certain features of my earlier interviews that I used to my advantage during later ones. 
For example, it was clear that my interviewees were keen to find out who I had 
previously interviewed and who I was planning on interviewing in the future. Given 
the involvement of sports medicine clinicians in different national governing bodies 
and medical organisations, it was of interest to them to compare and contrast their 
practices and problems with those working in different sports. Whilst I did not 
disclose this information, I was able to manipulate my control over this knowledge in 
order to invite interviewees to reflect on particular areas. In this regard, I offered 
pockets of information that would not breech the anonymity of my earlier 
interviewees but which further propelled respondents’ interest in comparing and 
contrasting their work with others. This was particularly useful for information that 
was confidential or had ethical implications. Highlighting these issues as something I 
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had talked about in previous interviews seemed to mean that clinicians felt more 
comfortable opening up.  
 
Whilst the majority of my interviewees responded openly as a result of my outsider 
and lower professional status, a minority saw my position as a researcher as an 
opportunity for them to disclose controversial information. In many ways, I became a 
sympathetic listener. I took an interest in their work-related problems. For them, I was 
somebody who had their interests at heart. I became somebody safe to confide in 
which led to the disclosure of confidential or sensitive information, some of the 
"backstage" truths (Goffman, 1959) of their working contexts. One doctor in 
particular expressed a keen interest in how I was going to use some of the "backstage" 
truths s/he had provided me with. For him/her, my position as a "neutral" social 
researcher enabled him/her to talk freely and without repercussions, about the issues 
involved in particular sports. S/he used the interview as an opportunity to provide me 
with evidence from "behind the scenes" as it were, regarding high profile athletes and 
some of the problems that sports medicine staff had encountered in providing medical 
services to them in the hope that I would release this information to the media. This 
was primarily concerned with issues surrounding performance enhancing drugs and, 
in particular, the political, ethical and sometimes criminal activities of individuals 
involved in Olympic level sport. Whilst being a confidant, in many ways, I was also a 
"go between" and provided an opportunity for clinicians to talk about their work- 
related issues which they had not been able to do before in the hope that I would assist 
them in some way. Whilst I did my utmost to inform these interviewees that it was not 
my intention to research such areas and I was unable to relieve them of their 
problems, it became clear that some interviewees felt that my research could (and 
perhaps should) be used to promote change. 
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5.11. Summary 
 
This chapter has had four central objectives. First, it has examined the 
epistemological, ontological and methodological assumptions that underpin research. 
Second, a critical reflection of methods from a figurational perspective has been 
highlighted and some important questions about the value of conventional 
(philosophical) approaches and assumptions relating to methodology have been 
challenged. Furthermore, the chapter has reflected upon some of the central 
sensitising concepts used by figurational sociologists in their quest to produce more 
"reality-congruent" data. Third, the chapter has described the research process in 
detail as well as the benefits and drawbacks of using questionnaires and semi-
structured interviews in the current study. Finally, I have provided a critical and 
personal reflection of the research process and, in particular, the ways in which the 
personal characteristics of the researcher and their understanding and employment of 
involvement and detachment affected the generation of data. The following 4 chapters 
discuss in detail the empirical data generated in this research process. 
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Chapter - 6. The working practices of members of the 
British Olympic Association Medical Committee and 
Physiotherapy Forum 
 
6.1. Introduction 
 
This chapter considers the central findings from the self-report questionnaires 
completed by doctors and physiotherapists on the British Olympic Association 
Medical Committee and British Olympic Association Physiotherapy Forum 
respectively. It seeks to highlight the typical working practices of doctors and 
physiotherapists employed to provide medical services to Olympic athletes. It became 
clear in the subsequent interviews that there were significant differences between 
clinicians employed by the English Institute of Sport (EIS) and non-EIS clinicians 
who provide part-time medical services to athletes through their involvement with 
particular national governing bodies of sport (NGBs). Consequently the questionnaire 
data is organised so as to compare and contrast these two groups in order to lay the 
foundations for further qualitative discussions in Chapter 7 in particular. 
 
A total of 21 doctors completed questionnaires, 6 of whom considered their primary 
employment as being in the EIS, with the remaining 15 stating that their employment 
was primarily in another role such as a general practitioner (GP). A similar 
questionnaire was completed by 20 physiotherapists, 10 of whom indicated their 
primary employment as being in the EIS and 10 with other forms of employment such 
as private practice. 
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6.2.  Olympic physiotherapists: Methods of appointment, 
qualifications, experience and training 
 
The majority of physiotherapists were relatively new to the practice of sports 
physiotherapy with 57.9% of physiotherapists having been employed between one 
and three years. For the most part, physiotherapists were responsible for one Olympic 
sport (80%). The main method by which physiotherapists were recruited into their 
positions was via personal contacts (55%) including current doctors or 
physiotherapists (25%), administrators or coaches of a particular sport (20%) or 
athletes (10%). Only five respondents of the total sample applied formally after 
responding to a publicly advertised post and four of these five were advertisements 
for EIS positions.  
 
Interviews for physiotherapy posts occurred in less than half (45%) of cases and only 
50% of physiotherapists had written job descriptions. During the interview phase of 
data collection it became apparent that most interviews were conducted rather 
informally. There was also variability in terms of who conducted interviews with 
potential employees, but most commonly an administrative rather than a medical 
member of staff was involved. Only a quarter of interviews involved an existing 
member of the medical team. Whilst there was little variation between EIS and non-
EIS physiotherapists in relation to being interviewed, questionnaire data revealed that 
physiotherapists employed by the EIS were more likely to have a written job 
description with 70% of EIS employees having a job description in comparison to 
only 30% of non-EIS employees. 
 
Despite a reliance on informal recruitment and appointment procedures 
physiotherapists were likely to be relatively well qualified for their roles, relative that 
is, to football and rugby club physiotherapists (Waddington et al. 2001; Malcolm, 
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2006a). A significant majority of physiotherapists (95%) working in Olympic sports 
held chartered status (sufficient to enable a physiotherapist to work in the British 
National Health Service), and 45% of the respondents had a degree in physiotherapy. 
Nearly half (45%) had attained a postgraduate qualification in sports physiotherapy, 
whilst 25% of physiotherapists who had not yet obtained a postgraduate qualification 
were currently working towards one. There was only a small difference between the 
number of EIS and non-EIS physiotherapists in this respect with 50% of EIS 
physiotherapists having obtained a postgraduate qualification in comparison to 40% 
of non-EIS.  
 
In general, physiotherapists employed both within the EIS and in other employment 
roles (the majority of non-EIS physiotherapists were employed in the private sector) 
participated in a number of continuing professional development (CPD) training 
courses, something which was described by a number of physiotherapists in the 
subsequent interviews as important to their career development as sports specialists, 
enabling them to stay abreast of new developments in the field. Interviewees 
described how involvement in CPD events was both a requirement of them by their 
employers and a personal choice. Questionnaire data revealed some involvement of 
sports NGBs in providing such training with 45% of physiotherapists indicating that 
they received further physiotherapy training, 30% pre-event training (such as training 
prior to the Olympic Games) and 30% anti-doping training. Only 5% of respondents 
indicated that they received training about ethical issues. When asked how many days 
per year physiotherapists participated in CPD events such as these, the questionnaires 
revealed a wide disparity, with the number of days per year ranging from 0 to 16. 
This, perhaps, is more a reflection of the administration and organisational differences 
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between Olympic sports than it is a reflection of the orientation of different types of 
physiotherapist. 
 
6.2.1.  Olympic physiotherapists: Motivations, duties and 
routines 
 
The main method of remuneration for physiotherapy services was a regular salary 
(57.9%). Perhaps unsurprisingly, EIS physiotherapists were more likely to receive a 
regular salary (70%) than their non-EIS counterparts (40% of whom received a 
regular salary). Conversely, questionnaire data revealed that non-EIS physiotherapists 
were more likely to receive a consultation fee as a method of remuneration. 78.9% of 
respondents said that their motivation for practicing physiotherapy for an Olympic 
sport governing body was a "general interest in sport". In addition, 57.9% of 
respondents stated that they were motivated by the ability to gain "occupational 
experience". Despite the widespread payment of physiotherapists only 10.5% 
suggested that this was an important motivation.  
 
When asked to highlight how often they saw athletes from their sport(s), 65% of 
physiotherapists stated that this was either daily (35%) or weekly (30%) with the 
remaining 35% of the sample indicating that this varied and most often depended on 
whether competitions were approaching. Whilst non-EIS physiotherapists rarely 
consulted with athletes on a daily basis (10%), the majority (60%) of EIS 
physiotherapists stated that this was the most common pattern of consultations. Non-
EIS physiotherapists not only consulted with athletes less frequently, but placed a 
greater emphasis on holding consultations at competition events as opposed to on an 
on-going basis.  
 153
Questionnaire data indicated that, in general, there were various methods by which 
consultations with athletes were arranged, with 68.4% of physiotherapists indicating 
that consultations would follow after contact from an athlete. In addition, 52.6% of 
physiotherapists had regular, fixed appointments with athletes. The main difference 
between non-EIS and EIS staff was in relation to referrals made by other medical 
staff. 60% of non-EIS physiotherapists in comparison to 30% of EIS physiotherapists 
saw athletes after a referral by another physiotherapist. The most likely explanation 
for this is that EIS physiotherapists work within a "sealed system" where they are 
more likely to deal only with the athletes that come to see them at their place of work 
and are less likely to have an athlete referred by a physiotherapist from outside of the 
EIS (e.g. at a sports club). EIS physiotherapists are the first port of call for selected 
athletes, whereas non-EIS physiotherapists may have athletes referred "up" the system 
to them. Questionnaires revealed that the venue for consultations was dependent on 
where physiotherapists were employed with 80% of EIS physiotherapists normally 
consulting with athletes at EIS institutes. If NGB physiotherapists had consultations 
with athletes away from competition events, these consultations usually occurred at 
training grounds or sports clubs (50%). In addition, 70% of NGB physiotherapists 
highlighted other locations such as hotels, training camps and private medical clinics 
as venues to conduct consultations primarily due to convenience. 
 
Questionnaire data revealed regular communication between physiotherapists and 
other medical staff working in their sport with physiotherapists describing regular 
personal contact (73.7%), email (73.7%) and regular telephone contact (57.9%) as the 
usual methods. None of the respondents indicated that they "rarely" consulted with 
other medical staff. EIS physiotherapists were slightly more likely to communicate 
with other medical staff personally than non-EIS physiotherapists, which may be a 
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reflection of the integrated structure of EIS centres and the physical concentration of 
medical staff. 
 
In relation to their regular duties, presence at various sporting events was relatively 
high, reflecting the more "hands on" role of physiotherapists compared with doctors 
(Malcolm, 2006b: 389). 63.2% of physiotherapists attended training, 63.2% domestic 
fixtures and nearly all respondents (84.2%) attended international fixtures suggesting 
that attendance was more a consequence of the importance of the event than the 
likelihood that medical care would be required. In a similar way to CPD events, the 
number of days physiotherapists attended these fixtures varied, again probably 
reflecting the way in which different sports are structured. For example, athletes from 
particular team sports may have a greater focus on regular training camps where the 
attendance of a physiotherapist is required. This is in comparison to sports where 
athletes may primarily train alone or with their "local" club. In general, EIS 
physiotherapists were more likely to attend home-ground training than non-EIS 
physiotherapists and 30% of EIS physiotherapists attended sports events on 100 days 
or more per year compared to 0% of non-EIS physiotherapists. 
 
Although few had themselves been recruited by medical staff, a significant number of 
physiotherapists reported being involved in the recruitment of other physiotherapists 
(68.4%). In addition, 42% were involved in the recruitment of other health-care 
providers such as masseurs and strength and conditioning coaches. The two main 
roles that physiotherapists had in these recruitment procedures was an involvement in 
writing job descriptions (78.6%) or sitting on interview panels (78.6%). 
Physiotherapists employed by the EIS were more likely to be involved in the 
recruitment of other sports clinicians, with 80% of EIS physiotherapists having some 
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involvement in the recruitment of physiotherapists in comparison to just 50% of non-
EIS physiotherapists. Whilst there were no non-EIS physiotherapists involved in the 
recruitment of doctors, perhaps surprisingly, 40% of physiotherapists from the EIS 
had been involved in the appointment of doctors into EIS posts.  
 
6.3. Olympic doctors: Methods of appointment, qualifications, 
experience and training 
 
Securing the position of doctor in an Olympic sport was largely dependent on 
personal contacts with 71.4% of doctors indicating that this was how they were 
recruited into their current post. The majority of respondents suggested that they were 
approached by a doctor from another national governing body or a team coach 
offering them a role in their sport. In many cases, doctors were contacted personally 
by a senior member of the British Olympic Association medical team who asked 
doctors whether or not they would be interested in taking medical responsibility for 
athletes from a particular sport. Only one doctor stated that s/he applied for the post 
after seeing an advertisement in a journal or newspaper, and none stated that they had 
replied to an advertisement in a medical journal. A greater number of non-EIS doctors 
were recruited into their positions via personal contacts with (87%) of respondents 
suggesting this method of appointment in comparison to (50%) of EIS respondents. 
Just over half (52.4%) of all doctors were interviewed for their role with a NGB. 
However, only 40% of non-EIS doctors were interviewed in comparison with 84% of 
EIS doctors. The majority of doctors (65%) had a written job description, with a 
relatively even split between EIS (66.6%) and non-EIS doctors (60%).  
 
Doctors were generally employed in their sports on a part-time basis with the majority 
of doctors (61.9%) also, and primarily, employed as GPs. In comparison with the full-
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time role that physiotherapists had within the EIS, EIS employed doctors usually 
combined their EIS duties with a number of additional roles such as lecturing on sport 
and exercise medicine courses and private clinical practice. The majority of doctors 
(61.9%) were responsible for one Olympic sport. However, doctors were more likely 
than their physiotherapy counterparts to have roles with two (14.3%) or three (9.5%) 
sports6. Many doctors had sports-specialist qualifications (76.2%), usually in the form 
of a postgraduate qualification. There was a greater number of doctors who had 
undertaken these qualifications since 2002, with 46.7% of doctors completing these 
qualifications between 2002 and 2003. The number of doctors completing 
postgraduate qualifications in these years may have been stimulated by the 
establishment of the EIS in 2001/2002. Postgraduate qualifications such as these were 
described by the majority of respondents in the later interviews to be an essential 
requirement to be involved in the medical treatment of Olympic athletes. All doctors 
employed by the EIS had a postgraduate qualification in comparison to 66.6% of non-
EIS doctors.  
 
The number of CPD courses doctors participated in per year varied, with three courses 
per year the mode (30%). Additional training organised by doctors’ national 
governing bodies also varied with just over half (55%) of the doctors receiving anti-
doping training and 40% further medical training. EIS doctors were more likely to 
take part in sports medicine related CPD. For example, 66.6% of EIS doctors had 
undertaken medical CPD compared to only 28.6% of non-EIS doctors; ethical training 
was completed by 66.6% of EIS doctors compared with 14.3% of non-EIS doctors; 
half of EIS staff participated in pre-event training in comparison with 21.4% non-EIS 
                                            
6 One consequence of doctors being responsible for more than one sport is the possibility that there are 
fewer than 35 doctors on the British Olympic Association Medical Committee. For example, with 3 
doctors responsible for 2 sports and 2 doctors responsible for 3, only 28 doctors would be required on 
the committee to represent all sports. If this were the case the response rate for the questionnaire would 
be 75% rather than 60%. 
 157
doctors; and 83.3% EIS completed anti-doping training compared with 42.8% non-
EIS. 
  
There were a number of doctors who attended events associated with their sports, 
international fixtures being the most common at 85.7%. Of those doctors who 
attended international fixtures, 22.2% of them attended approximately 25 days per 
year. Domestic fixtures and training sessions were not as well attended by doctors as 
international fixtures, with the greatest percentage of doctors attending between 10 
and 12 days per year (22.2%) and between 4 and 5 training sessions per year (35.2%). 
Like EIS physiotherapists, EIS doctors were more likely to attend home ground 
training (a comparison of 83.3% EIS to 60% non-EIS) and domestic fixtures (a 
comparison of 83.3% EIS to 66.6% non-EIS).  
 
6.3.1. Olympic doctors: Motivations, duties and routines 
 
When asked what were their main reasons for undertaking the role of sports medicine 
doctor, 85% stated that it was because of a "general interest in sport". None of the 
respondents indicated that payment was a reason or motivation for being involved in 
sports medicine, which indicates that payment for these doctors, like those in English 
football and rugby union, may be modest relative to other areas of medicine. Indeed, 
when asked if payment was a reason for undertaking their role, a couple of 
questionnaire respondents wrote additional comments highlighting, somewhat 
sarcastically, the absence of payment, such as "I receive NO payment" or "Definitely 
not!!!". Just over half of the total questionnaire sample (55%) stated that a salary was 
the usual method of remuneration. However, whilst 83% of EIS doctors received a 
regular salary, 57.1% of non-EIS doctors received no income at all from their 
involvement in sports medicine.  
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Questionnaires revealed that fewer than half of the doctors (42.8%) saw athletes either 
daily (23.8%) or weekly (19%). 19% of doctors only saw athletes on a monthly basis 
and a further 23.8% saw athletes at "other" times such as at national and international 
meets. In addition, 19% of respondents indicated that they "rarely" saw athletes or 
doctors added a comment to the effect that contact was irregular. When asked how 
they normally kept in contact with athletes, the majority of doctors (90.5%) were 
contacted by an athlete personally and 57.1% of doctors indicated that athletes were 
often referred to them by a physiotherapist. In addition, 57.1% indicated that coaches 
would request an appointment for their athlete. Regular fixed appointments were not 
common overall with only 28.6% of doctors indicating this as a method of keeping in 
contact with athletes. EIS doctors (66.6%) were much more likely to have fixed 
appointments than non-EIS doctors (13.3%). It was more likely for appointments with 
non-EIS doctors to be requested directly by athletes, whereas athletes were frequently 
referred to EIS doctors by a number of people including doctors, physiotherapists, 
coaches and other support staff (e.g. strength and conditioning coach). The various 
methods by which athletes were referred to EIS doctors may be a consequence of the 
EIS containing a network of integrated individuals. Whilst the majority of EIS 
respondents highlighted the EIS as the main location for medical consultations to take 
place, questionnaires indicated much greater diversity in the places non-EIS doctors 
conducted their consultations. In the main, the training ground or sports club was the 
usual location (66.6%). However four respondents (26.6%) noted that they held 
consultations in their own home, and a further three (20%) provided home visits for 
athletes. When asked how they usually maintained communication with other 
members of the medical team, the majority of doctors (71.4%) identified email. It was 
more likely that EIS doctors communicated personally with other members of the 
medical team (66.6%) in comparison to 46.6% non-EIS doctors.  
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Involvement in the recruitment of other staff was relatively high with 66.7% of 
doctors having a role in the recruitment of other doctors and 57.1% being involved in 
the recruitment of physiotherapists. This involvement largely consisted of sitting on 
an interview panel (57.1%). Like EIS physiotherapists, EIS doctors were more likely 
than their non-EIS counterparts to have been involved in the recruitment of other 
medical staff. 83.3% of EIS doctors had been involved in the design of a job 
description in comparison to only 20% of non-EIS doctors. EIS doctors had also been 
involved in personally selecting someone with 5 out of 6 doctors highlighting their 
involvement in this in comparison to 20% of non-EIS doctors. 
 
6.4. Discussion 
 
This chapter has presented the central findings from the questionnaires completed by 
doctors and physiotherapists working within Olympic sports. It has also drawn 
attention to the key differences between the working practices of doctors and 
physiotherapists employed within the EIS compared to those whose involvement is 
primarily via their work for a national governing body of sport. The following 
discussion seeks to draw together these findings and make some further comparisons 
between these data and the existing literature on doctors and physiotherapists in non-
Olympic sports.  
 
6.4.1. The working practices of Olympic doctors and 
physiotherapists  
 
One of the main differences between the working practices of doctors and 
physiotherapists in Olympic sport is in relation to engagement. Doctors working both 
within and outside the EIS were often involved in sports medicine on a part-time basis 
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compared with most physiotherapists who were full time. In many cases, doctors did 
not work full-time because there was insufficient payment and, in such cases, doctors 
were constrained to take on other medical roles for financial support. The tendency 
for doctors to have multiple roles may have implications for their level of 
commitment to their Olympic sport(s) and consequences for the quality of care that 
doctors can provide to athletes. For example, doctors may find it difficult to build a 
rapport with athletes given the infrequent contact between them. On the other hand, 
the emphasis on multiple roles may give doctors broader knowledge and skills to 
practise sport and exercise medicine.  
 
In contrast to doctors, both EIS and non-EIS physiotherapists appear to be more 
hands-on, and are more integrated into the sports medicine system of athlete care 
because of a greater emphasis on regular contact with athletes. As such, 
physiotherapists may have enhanced opportunities for developing sport-specific 
knowledge which may provide better-informed medical care to athletes. Since 
physiotherapists are often athletes’ first port of call, they provide the majority of 
health-care to Olympic athletes and do not simply assist, or work under, doctors and 
may thus display considerable autonomy over their own practice (Malcolm, 2006b). 
This, in turn, may have implications for the balance of power between doctors and 
physiotherapists in the context of Olympic sport. For example, the balance of power 
between doctors and remedial staff such as physiotherapists in conventional medical 
contexts are more clearly defined. Doctors’ more established medical training and 
qualifications would usually legitimate their direction of treatment management. In 
sports medicine, the relative lack of availability of doctors means that athletes may be 
more likely to rely on physiotherapists and, thus, physiotherapists may exert relatively 
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more influence over the athletes than do doctors. This point is developed further in 
Chapter 8 of the thesis. 
 
6.4.2. EIS and non-EIS doctors and physiotherapists  
 
It appears that the establishment of the EIS has been instrumental in the numbers of 
doctors and physiotherapists with sport and exercise medicine qualifications. 
Moreover, the establishment of the EIS seems to have influenced notably the means 
by which doctors and physiotherapists can provide treatment to Olympic athletes, but 
also how doctors and physiotherapists see themselves within the broader sports 
medicine figuration (Theberge, 2009b). The importance placed on multi-disciplinary 
health-care and working within a team in the EIS has, to some extent, created an 
"elite" group of medical staff that have distanced themselves from the traditional 
organisation of sports medicine support primarily associated with volunteerism and 
amateurism (Waddington, 2002; Malcolm and Sheard, 2002). The emphasis on formal 
qualifications and professional service has allowed EIS employees to claim greater 
expertise over their non-EIS counterparts. However, the questionnaire data indicate 
that the extent to which this is evident in the working practices of physiotherapists and 
doctors is varied. The differences between doctors in the inner (EIS) circle and the 
outer (non-EIS) circle seems more marked than between physiotherapists within and 
outside of the EIS. It would appear then, that the establishment of the EIS coupled 
with the 2005 recognition of speciality status for sport and exercise medicine has 
fuelled a relatively rapid phase of professionalisation in sports medicine in terms of its 
attempt to establish particular ‘traits’ which are associated with more conventional 
professions. Thus, the distinction between non-qualified and qualified doctors has 
become more marked. On the other hand, despite the current focus on obtaining an 
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MSc (particularly for EIS physiotherapists), sports physiotherapy has a less formal 
status relying largely on the chartered status of mainstream physiotherapy for 
accreditation. Consequently, the distinction between EIS and non-EIS 
physiotherapists is not as great as that between their doctor counterparts. 
 
6.4.3. BOA and non-BOA doctors and physiotherapists  
 
It can be noted that whilst there remains a reliance on informal recruitment procedures 
for physiotherapists and doctors working in Olympic sports in general (for example, a 
reliance on personal contacts, informal interviews etc.), questionnaire data also 
highlight the development of more formal appointment and recruitment procedures 
and, in particular, the professional rewarding of those who held specialist sport 
medicine qualifications. The majority of doctors and physiotherapists who responded 
to the questionnaire had already obtained a postgraduate qualification or were 
currently working towards one. This contrasts with Waddington’s (2002) findings on 
the medical provision in English professional football. Waddington (2002) concluded 
that none of the doctors involved in the injury treatment of professional football 
players were qualified in sports medicine or had experience in this area prior to being 
appointed as the club doctor. Moreover, less than half of the physiotherapists in 
football at this time were chartered. Waddington (2002) also concluded that most 
doctors and physiotherapists in football were employed via personal contacts in the 
context of football (such as the club manager) and not within health-care which, he 
argued, had quality assurance implications. Overall, Waddington (2002) concluded 
that almost all aspects of the processes of appointing football club doctors and 
physiotherapists constituted "a catalogue of poor employment practice" (p. 51). In the 
context of rugby union, Malcolm (2006a) also found doctors lacking experience and 
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expertise in the area of sports medicine and highlighted similar issues to Waddington 
(2002) in terms of the recruitment and appointment process. Indeed, Malcolm (2006a) 
argued that recruitment processes in rugby union were even less rigorous than in 
football, though rugby club physiotherapists seemed to be relatively experienced and 
well qualified. In this regard, Malcolm (2006a) concluded that "rugby union club 
doctors carry many of the hallmarks of the amateur game, rugby club 
physiotherapists, and the ways in which they are recruited and employed, appear to 
have professionalised rather more rapidly" (p. 174).  
 
Similar to Malcolm’s (2006a) findings, the physiotherapists in the current study were 
mostly chartered (one respondent was not chartered but had a degree in 
physiotherapy). This means that many of them could have spent some part of their 
professional lives working in the NHS (and perhaps private practice), and it could be 
argued that this experience has provided them with a broader range of clinical 
experience and exposed them to, as Waddington (2002) suggests, "generally higher 
standards of clinical and ethical care" (p. 52). However, in contrast to those 
researched by both Malcolm (2006a) and Waddington (2002), many doctors working 
in Olympic sports (particularly doctors within the EIS) had sports medicine specific 
expertise and experience of practice in this area.  
 
6.5. Summary 
 
In summary, it could be argued that despite the often informal nature of appointment, 
and the relatively ad hoc nature of recruitment practices, the sample of sport clinicians 
which forms the focus of this thesis, are the most highly skilled and sport-specific 
group yet to be researched in the UK. Moreover, in contrast to the doctors in 
professional football and elite rugby union, who were largely fans of their particular 
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clubs and sport, the main motivation of doctors working in Olympic sports is to 
provide specialist and expert knowledge to a small but highly significant group of 
athletes. It could be that the relative timing of these research projects partly explains 
some of these differences but in the absence of more directly comparable data this 
point remains speculative. 
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Chapter - 7. The professionalisation of sport and exercise 
medicine: The organisation of medical services in British 
Olympic sport 
 
 
7.1. Introduction 
 
In February 2005, sport and exercise medicine was recognised by the UK Department 
of Health as a medical speciality. This represented the end of a long process of 
lobbying by existing "sports medicine practitioners" and those keen to train in this 
area to provide a more professional and formalised medical service for those involved 
in elite sport.7 The establishment of a formal speciality, alongside other interrelated 
developments, has prompted organisational change for clinicians working both in 
sports medicine and sports physiotherapy. The aim of this chapter is to reflect upon 
these recent organisational changes in British Olympic sport and to explore the ways 
in which these changes impact upon the medical services for British Olympic athletes.  
 
As noted in Chapter 2, the development of sports medicine has received increasing 
attention from sociologists and sociologists of sport over the last decade or so. Much 
of this research has examined the introduction of medicine into sport as a reflection of 
the growing concern with international success and the pursuit of performance 
enhancement in elite level sport (Hoberman, 1992, 2005; Waddington, 1996; 
Theberge, 2007; Safai, 2007). Despite these analyses of the broader developments of 
high-performance sport, the professionalisation of sports medicine per se has only 
recently been examined in the sociology of sport (Malcolm, 2006a, 2006b; Safai, 
2007; Theberge, 2008). Whilst this area of research remains embryonic, researchers 
have sought to compare developments in sports medicine with the broader literature 
                                            
7 Whilst there has been a broadening of sports medicine service to encompass those participating in 
physical activity for health, the current study focuses solely on the medical services provided to elite 
level athletes.  
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on professionalisation, and particularly, the professionalisation of medicine. In 
exploring the relations between different professions, this research highlights a 
contrast between the prominent status of medical practitioners and the relatively weak 
or subordinate role of sports medicine practitioners (Walk, 1997; Safai, 2003; 
Malcolm, 2006a, 2006b). Moreover, this research has highlighted sports medicine as a 
profession "in flux", where practitioners from various areas continue to forge out their 
respective roles.  
 
The current data also support these claims. Thus, of central importance to this 
discussion are the inter- and intra-professional tensions and divisions that exist within 
sports medicine and between sports medicine and other professional groups and the 
ways in which members of these groups continually negotiate and compete for 
autonomy over practice. Indeed, the importance of multi-level negotiation, 
competition and fragmentation for understanding the professionalisation and 
organisation of medicine expressed in Friedson’s (1970) and Larson’s (1977) work is 
of particular relevance to the current study given the multiple avenues for medical 
service currently available to elite athletes (EIS doctors and physiotherapists, NGB 
doctors and physiotherapists, club/team medical staff, homeopathic therapists, sports 
therapists). Given this theoretical base, the figurational concepts of interdependence 
and power are central for our understanding of the "profession" of sports medicine. 
For Elias (1978), power is polymorphous and a central dimension of all social 
relationships. Mennell and Goudsblom (1998) describe this notion in the following 
way: 
Throughout life, we depend on others for things we need, want, or value; and 
others are dependent upon us for the things they need. This simple fact means 
that power ratios are a feature of all human relationships (p. 36).  
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The task here, however, is not to decide whether Olympic sports medicine has 
become a profession or if it has become professionalised, as this view implies that 
occupations can be placed along a single continuum that moves towards a 
standardised "end state". Instead, it is vital to understand the conditions in which 
individuals within sports medicine occupations attempt to turn their work into a 
profession (i.e. adopt particular traits), and turn themselves into professional people 
(i.e. establishing a particular identity), so that they can accrue the benefits (e.g. market 
share, social prestige, status and control) that this normally entails. In order to 
understand professionalisation processes more fully, it is also essential to assess how 
policies designed to professionalise sport and exercise medicine have unintentionally 
fractured sport and exercise medicine and how these changes may have consequences 
for patient care.  
 
The aims of this chapter are three-fold. First, the chapter examines the current state of 
sports medicine and highlights particular developments that have served to formalise 
and "professionalise" this area of medical practice. Second, it examines the reactions 
of doctors and physiotherapists to these changes and explores the various ways that 
these developments have affected the practices of, and relationships between, 
practitioners employed within and outside of the EIS, and between those working in 
elite sport and others providing sport-related health-care8 particularly. Finally, the 
chapter seeks to highlight how such relationships can be more adequately understood 
as power struggles among interdependent people where the power balance between 
these groups are constantly in flux. These power struggles have led to processes that 
are both intended and unintended within sports medicine. The intended and 
                                            
8 All physiotherapists interviewed in the current study were chartered and had previously worked in the 
NHS, however, these physiotherapists made multiple references to the consequences of professional 
change in sports physiotherapy for them and for other occupational groups who provided sport-related 
health-care such as sports rehabilitators, sports masseurs and sports therapists. 
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unintended consequences of organisational change will be examined by way of 
discussion into the British Olympic Association’s medical committee and 
physiotherapy forum, which I argue captures the complexity of professionalisation in 
the sports medicine context and illustrates some of the central tenets of figurational 
theory. 
 
7.2. The current state of sports medicine 
 
The following discussion focuses on three central developments that have affected the 
organisation of medical support for British Olympic athletes, namely: the recent 
development of sport and exercise medicine (SEM) as a recognised sub-speciality of 
medicine; the introduction of formal postgraduate qualifications in sport and exercise 
medicine as prerequisites for clinicians’ involvement in Olympic sports medicine; and 
the establishment of professional sports medicine institutes (English, Scottish and 
Northern Irish Institutes of Sport) that promote themselves as multi-disciplinary teams 
of sports medicine experts (including doctors, physiotherapists, strength and 
conditioning coaches and nutritionists). These institutes, or "hub-sites" as they are 
often described, are located in various parts of United Kingdom but mostly in 
England.  
 
7.2.1. The "profession" of sports medicine 
 
In recent years, sports medicine staff in the UK have endeavoured to develop those 
traits generally associated with professions, and the medical profession in particular. 
These developments have included the establishment in 1953 of professional bodies 
for sports medicine such as the British Association of Sports Medicine (BASM) and 
now formally known as the British Association of Sport and Exercise Medicine 
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(BASEM), and the establishment of a professional journal, The British Journal of 
Sports Medicine, in 1966. In 1992, there was official recognition of a sports medicine 
section by The Royal Society of Medicine (RSM). Furthermore, in 1998 the 
Intercollegiate Academic Board of Sport and Exercise Medicine (IABSEM) was 
formed in an attempt to "define and meet recognised standards of education, training, 
and clinical competence to protect the public as well as the profession" (MacLeod, 
1999: 73) and seeks to develop a higher speciality training programme in sport and 
exercise medicine. There has also been a growing number of higher education 
institutions that offer postgraduate qualifications such as sports medicine diplomas 
and masters courses with the BASEM website currently listing eight universities that 
offer such courses. In 2002, the EIS was officially launched and aimed to provide 
sports science and medical support services to elite athletes in England through a 
network of regional centres. Finally, in 2005 sport and exercise medicine was 
officially recognised as a medical sub-speciality by the Department of Health and 
there are currently a limited number of sport and exercise medicine specialist 
departments with full-time practicing consultants within NHS university teaching 
hospitals such as the Queen’s Medical Centre in Nottingham. 
 
Despite these developments, there remains a lack of consensus among members of 
this emerging medical sub-discipline about what sports medicine is and how sports 
medicine is to be used. Indeed, McCrory (2006) has argued that this lack of consensus 
is partly due to the nature of sports medicine changing over time as it has attempted to 
move away from traditional medicine and towards a speciality in its own right. 
McCrory (2006) argues that: 
The traditional role of SEM began as a form of individual and team care 
particularly at the elite level. Not surprisingly, the emergence of the discipline 
has been closely linked to the Olympic movement and more recently the 
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proliferation of professional sport and their needs for high quality medical 
coverage (p. 955).  
 
However, McCrory (2006) also argues that, more recently, sport and exercise 
medicine in the UK has begun to broaden its client base to encompass not only elite 
athletes, but also the general population participating in physical activity for health as 
signalled by the change in title from BASM to BASEM (British Association of Sport 
and Exercise Medicine). In this regard, McCrory notes that the "UK Department of 
Health recognised this role as one of the key reasons for the recognition of Sport and 
Exercise Medicine as a speciality" (p. 955). Batt and Cullen (2005) also recognise the 
connection of sport and exercise medicine with public health. They write: 
The government was increasingly turning its attention to strategies to defuse 
the public health time bomb posed by spiralling national levels of inactivity 
and obesity. This, coupled with London’s bid to host the 2012 Olympic 
Games, of which the NHS is a key supporter, provided the perfect backdrop 
for highlighting the relevance of SEM to all levels of society (p. 250). 
 
 
Indeed, when reflecting upon the process of applying for speciality status, a number 
of interviewees described their dependence on other occupational groups such as the 
government and the Royal College of Medicine to grant them this unique status and 
how, as a consequence, practitioners lobbying for the speciality were constrained to 
present sports medicine in a particular, broadly inclusive, way. One doctor who was 
involved in the process, spoke particularly lucidly about this: 
Part of that process was an implicit understanding that the government was not 
interested in having sports medicine as a speciality but were actually taken by 
sport and exercise medicine. 
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The interviewee continued by describing the difficulties those promoting the 
speciality of sports medicine may have had if they had not acknowledged the requests 
of these more powerful groups.  
I think [the way] we went about it, within the system rather than trying to turn 
things around from the outside, was probably the right way. Because they are 
very powerful, the colleges are very powerful and through the academy of the 
royal colleges they can block things which they have done previously. 
 
Of course, the recognition that practitioners must provide medical services to elite 
athletes as well as those participating in physical activity for health has a number of 
consequences for the relative focus of one group over the other. The fact that sports 
medicine was granted speciality status because it was seen to also serve the general 
public led to increased responsibility on sports medicine practitioners to the health- 
care of the community which, in turn, may have consequences for their practising 
time with elite athletes. Importantly, this leads us to question the association of sports 
medicine with the development of sports performance. That is to say, whilst 
Waddington (1996) and Hoberman (1992, 2005) argue that improving sports 
performance is the raison d’etre of sports medicine, it may be more accurate to argue 
that the "purpose" of sports medicine is both more contested and more in-flux due to 
the ongoing shift in the balance between health and performance. This is also 
demonstrated in Safai’s (2005) research where she argues that Canada’s membership 
of the FIM was predicated on public health issues rather than sports performance and 
there was a distancing of sports medicine from sport per se in order to obtain support. 
What is interesting from the current data is that having used "exercise" as leverage to 
get formal recognition, clinicians revel in the "performance" driven aspects of sports 
medicine, and only consider health when they really have to. A more in-depth 
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discussion of clinicians’ negotiations between health and performance takes place in 
Chapter 8. 
 
Taken together, these examples emphasise two central theoretical points: first, notions 
of functional interdependence (Elias, 2001) that sports medicine practitioners have 
with larger organisations such as the government in order to secure legitimacy within 
the broader market for medical services; and second, that sports medicine is 
characteristic of a profession in process and for which the borders of jurisdiction 
(Abbott, 1988) are blurred. Given this organisational backdrop, the following 
discussion firstly explores the reactions and perceptions of doctors to organisational 
changes resulting from the establishment of the sports medicine speciality and is 
followed by a similar discussion with respect to sports physiotherapists. In particular, 
the following section will examine the relationships between members of the "sports 
medicine figuration" that have ensued as a consequence of these organisational 
changes.  
 
7.2.2. The introduction of formal qualifications 
 
One consequence of the establishment of sports medicine as a recognised medical 
speciality has been the development of formally recognised sport and exercise 
medicine qualifications which serves as a marker of a "new type" of expert, the sports 
medicine clinician. In relation to doctors, many of those who have been promoted to 
prominent positions have attained such qualifications. The majority of doctors 
interviewed suggested that an emphasis on sport-specific medical qualifications had 
served to improve standards of medical practice, provided a better foundation for the 
career development of doctors already working in this area and would encourage 
those hoping to access the area in the future. Doctors viewed these qualifications as an 
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increasingly important means of securing a career in sport and exercise medicine, as 
sports medicine organisations (e.g. EIS), national governing bodies, other doctors, 
other health-care providers (e.g. physiotherapists) and athletes prioritised these in 
making medical appointments. One doctor reflected on the change in the following 
way: 
I think at the end of the day there is some baseline standards in terms of 
qualifications and there is an expectation now within most sports that the job 
descriptions are more and more frequently written by a medical practitioner. I 
mean it used to be written by whoever, you know, the person who had been 
running the trips. But now, most would write "needs a higher education in 
sports medicine". Those are the sorts of demands that they are starting to ask 
for now. 
 
Not only were sports medicine qualifications seen to be important in the eyes of 
employers, doctors also reflected on the importance of athletes being aware of the 
expertise a doctor had so that they could be sure that they received treatment from an 
appropriate source. One doctor stated: 
What I think is no longer acceptable is to have people who have a self-
declared interest in sport and exercise medicine who have no added 
qualification because it shows that they have not undertaken any additional 
education and I think it is confusing for patients and athletes. Athletes should 
know "am I seeing someone with a sub-specialty interest or am I seeing a 
specialist"?  
 
Similarly, another doctor simply stated "my athletes don’t see anybody who doesn’t 
have one [sports medicine qualification] full stop". Those doctors who possessed 
sports medicine qualifications emphasised the extent to which this distinguished them 
from other doctors practising in sport, and thus formal qualifications became 
fundamental to their identity as sports medicine doctors. In this regard, one doctor 
stated "it’s nice to feel like you are right on top of all of it [sports medicine]". Another 
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doctor said that doing higher qualifications had "created their [own] network and their 
own set of standards". In this regard, formal qualifications appeared to give sports 
medicine doctors a sense of legitimacy within the sports community.  
 
In addition to sports medicine qualifications for doctors, the introduction of formal, 
written qualifications in sports physiotherapy was discussed by a number of 
interviewees. In a similar way to the sports medicine diploma or MSc, 
physiotherapists intending to seek employment in sports medicine, as well as those 
already involved in this area, were encouraged to complete postgraduate 
qualifications. Like doctors, physiotherapists recognised that the introduction of 
formal qualifications created a more structured profession with a clearer career 
pathway for those hoping to pursue employment in this area. They also described how 
such qualifications may encourage current sports physiotherapists to continue their 
learning. In sports physiotherapy, it was obtaining an MSc that was given the most 
credence. One physiotherapist stated that "certain key roles in sport pretty much 
demand it [the MSc] now" and another stated that postgraduate qualifications were 
"becoming more and more important for you to progress". When discussing these 
recent organisational changes in sports physiotherapy another physiotherapist noted: 
Physiotherapy, as a whole, is very much being pushed in that direction. 
Anybody can say "I can do this, I can do that" but if you have got it written on 
a piece of paper then you can show that you have it as a qualification. 
 
Not only did interviewees see the possession of a sports physiotherapy MSc as 
desirable, they also discussed several other formalities they were required to pursue in 
order to successfully progress within the profession. Of these formalities, it was the 
CSP’s (Chartered Society of Physiotherapists) Continuing Professional Development 
(CPD) portfolio scheme developed in 2001 that was most often discussed by 
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interviewees. Changes in state registration requirements through the health 
professions council now involve a mandatory and audited record of CPD. In addition, 
the increase in funding for support services in sport at the elite level has led to an 
increasing number of physiotherapists able to pursue a career in sport and the 
Association of Chartered Physiotherapists in Sports Medicine (ACPSM) suggest that 
this "has led to more courses providing a variety of levels of qualifications in sports 
related healthcare, with more individuals competing for employment in this limited 
workplace" (www.acpsm.org). Thus, in a bid to establish their status as desirable 
sports medicine practitioners and in an attempt to distinguish between different 
providers of physiotherapy care, ACPSM registered physiotherapists are encouraged 
to provide increasing evidence for their clinical and professional skills. For example, 
one physiotherapist stated: 
They have got to filter a lot of people out. So what they are doing is they have 
produced a set of guidelines with what they call a bronze, silver or gold level 
clinician and they are asking people to fulfil certain criteria to get those levels. 
 
It was these more practical elements of learning that were considered by the majority 
of physiotherapists as crucial to their professional progression and for improving their 
physiotherapy skills. Given physiotherapists’ more "hands on" work (both literally 
and metaphorically), practical as opposed to written qualifications were considered to 
be central for physiotherapists’ career progression and this added an additional 
dimension to physiotherapists’ career portfolios in comparison to their doctor 
counterparts.  
 
Whilst obtaining a written qualification such as an MSc was largely considered by 
physiotherapists as a further prerequisite for obtaining a job in elite sport, 
interviewees were less unequivocal about their desirability. On the whole, those who 
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most vehemently resisted this development were physiotherapists who had already 
practised for a number of years. For example, one physiotherapist reflected on the 
added pressure for physiotherapists in certain roles (in this example, managerial roles) 
to have this qualification: 
I would never have chosen to do it. I think there was a bit of pressure put on 
me in that if I was going to be suggesting physiotherapists really needed an 
MSc then really I should have an MSc. 
 
Another physiotherapist described a similar situation: 
The only reason I am doing it is because I have to do it. I’m not doing it 
because I want to do it. I love my profession and I want to keep doing what I 
am doing but I can’t do that unless I do these stepping stones. It annoys me 
that I have already got the experience and I have done x, y and z ... I don’t see 
why a piece of paper is going to make me a better physiotherapist. 
 
Despite physiotherapists’ endeavours to create a more formalised and professionalised 
structure in sports physiotherapy, a number of interviewees discussed the unintended 
consequences of such changes. For example, part of their resistance to the 
introduction of written qualifications was reflected in a number of interviews where 
physiotherapists described the tensions between younger, MSc qualified 
physiotherapists and older, experienced, but non MSc qualified physiotherapists. In 
contrast to data from doctors where younger, specialist qualified practitioners were 
given greater status in sports medicine, it was the younger, specialist qualified 
physiotherapists who were described by a number of interviewees as problematic 
within the profession as they were regarded by many as having a restricted scope of 
practice. One physiotherapist described this problem thus: 
Physiotherapists are specialising far too early in sports. A lot of very nice, 
young physiotherapists who have got more qualifications, you know, they 
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have got the masters but they have not got that background experience which I 
think is actually quite dangerous. 
 
For many, there was a concern that physiotherapists who had obtained an MSc had 
achieved this qualification to the detriment of establishing basic, background 
physiotherapy skills which many older, less specialised physiotherapists argued could 
only be obtained by working in the NHS or perhaps via extensive voluntary 
experience in sport. One physiotherapist suggested that "a good sports physiotherapist 
has to be a good physiotherapist first and foremost and then specialise in the sports 
area". Another physiotherapist described the issue of specialisation in the following 
way: 
Yes you need the qualifications and yes you definitely need the ongoing 
education, but you also need those very basic background skills of 
communication and those kinds of things. I think that is where I am nervous 
about it [the profession] falling down because I see physiotherapists now, 
young physiotherapists who sadly can’t get jobs and they go straight into 
private practice treating sports injuries. 
 
Perhaps surprisingly, those who had already obtained an MSc and those currently 
working towards one also shared these views, which is in contrast to those doctors 
who placed a higher value on higher education qualifications. Whilst formal, written 
qualifications in sports medicine were seen by the majority of doctors as crucial to the 
practise of sports medicine and vital to their status as sports medicine practitioners, 
physiotherapists in the current study believed that the MSc was not particularly useful 
to their clinical practice and did not feel that it gave them any greater prestige in the 
sports physiotherapy community. Reflecting on the increasing importance which 
employers placed on an MSc, one young physiotherapist currently completing the 
MSc felt that the greater emphasis awarded to this qualification had negative 
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consequences. In a disbelieving tone, s/he said: "I have known people who have had 
maybe two or three years experience in sport and they get overlooked by someone 
who has six months experience and an MSc". Another young physiotherapist said 
"people just get it [the MSc] to get the paperwork really and when they come out with 
it it’s not clinically useful". Another physiotherapist working towards this 
qualification highlighted one potential consequence that striving for more academic 
qualifications could have on the physiotherapy profession: 
I feel that the profession is developing too much on the academic and written 
side and we will lose our skills if we are not careful. We will get people who 
are robots and who don’t know how to think outside of the box. 
 
It would appear that attempts to incorporate formal qualifications into sports 
physiotherapy have not been as successful as they have for sports medicine doctors 
given the generally negative attitude towards formal qualifications such as the MSc. 
Despite being received by the majority of physiotherapists less favourably, a number 
of physiotherapists discussed possible reasons why academic qualifications had 
become more important in sports physiotherapy. For the most part, this was an 
attempt to imitate the achievements of their doctor counterparts in establishing sports 
medicine as a speciality. Whilst sports physiotherapy has not yet been awarded 
speciality status, sports physiotherapists were keen to adopt some of the more formal 
features of a speciality profession (such as written qualifications). However, attempts 
to emulate doctors had unintentionally created negativity amongst many practising 
sports physiotherapists. For one physiotherapist, this was because leading 
physiotherapists had been too lenient in their approach. That is to say, rather than 
making academic qualifications a formal requirement, these physiotherapists had 
simply suggested that physiotherapists would be "better placed" in sport if they had 
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obtained the MSc.  This interviewee suggested that this was incorrect and dangerous. 
When asked to explain further, the interviewee replied:  
[The focus on the MSc] was probably born out of wanting to make things open 
and honest because it always was perceived to be a closed shop. It was always 
perceived that if you were in the right gang and knew the right people you 
would get the right opportunities. To be honest, to a certain extent that is still 
the case today. You can try and make it as open and honest as you want but if 
you are the person who is taking away a team to the Olympic games you want 
to take people that you know you can work with. So, you are going to take 
people that you know. You’re not going to take somebody you don’t know 
because that’s a risk because you have no idea how they are going to react in a 
situation where you are in charge. Nothing can change that. No amount of us 
wanting to put up a fantastic pathway and a career development and no 
amount of being as open and honest is ever going to change that because, 
ultimately, you are going to take people you can work with. I would defy 
anybody to say they would do it any differently if they were in charge. I’m not 
saying don’t have a pathway but just be open and honest about the fact that 
you can’t always be open and honest. 
 
It would appear that, despite movements toward a more formally organised and 
structured sports physiotherapy profession, some emphasis on traditional and less 
formal means of employment and evaluation remains in this area of practice. Whilst 
doctors are comfortable to market themselves to athletes as sports medicine 
"specialists" by virtue of their formal qualifications and see such qualifications as the 
basis of their credibility in the sports medicine community, physiotherapists are 
reliant on demonstrating their expertise via hands-on work with athletes and by 
establishing good working relationships with their clients and colleagues for further 
recommendation. In this regard, data indicate that the introduction of formal 
qualifications such as the MSc, are, in some ways, incompatible with the traditional 
practicing methods of sports physiotherapists’ work. However, encouraging sports 
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physiotherapists to obtain more academic qualifications is a reflection of their 
position in a profession "allied to medicine" and thus, their interdependence with 
sports medicine doctors and other governing bodies involved in the development of 
the speciality in order to gain validation. Physiotherapists felt constrained to follow in 
doctors’ footsteps in order to meet the criteria of the sports medicine speciality even 
though this was not considered to be a unilaterally positive development. The 
different ways that doctors and physiotherapists have reacted to the introduction of 
formal qualifications demonstrate that attempts to develop a "professional project" 
(Larson, 1977) can be disordered in particular contexts. Furthermore, it highlights the 
differential traditions of education in the two professions with physiotherapy having 
been conventionally associated with "applied" and "supervised" work in contrast to 
the more educational, theoretically informed and autonomous work of doctors 
(Larkin, 1983).  As a result, it is likely that sports medicine doctors are more able and 
willing than physiotherapists to draw up the educational criteria for their own and 
physiotherapists’ work. Data indicate that the character and boundaries of sports 
physiotherapists’ knowledge and work have been affected by what is permitted by the 
larger monopoly of sports medicine rather than by what is desired by physiotherapists 
(Larkin, 1983). In this regard, sports physiotherapists have adopted non-traditional 
"educational" qualifications as opposed to "vocational" because of the scrutiny of 
more powerful interest groups. 
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7.2.3. The establishment of sports medicine institutions 
 
The establishment of the English9 Institute of Sport has served to provide sports 
medicine with an increasingly powerful position in the market for athlete medical 
services. In comparison to the part-time and ad hoc organisation of medical services 
highlighted in professional football (Waddington et al. 2001) and professional rugby 
(Malcolm and Sheard, 2002) the introduction of sports medicine specific institutions 
was an attempt to create a full-time, "professional" and formal system of athlete 
health-care. A number of doctors discussed the effects the establishment of this 
service had for their own jobs. One doctor stated "it wasn’t until the EIS was created 
in 2002-2003 that I was able to go full-time". This in turn has led to a growing 
economic stability for the professional sports medicine service.  
 
Doctors also described how the EIS had created an opportunity for sports medicine 
provision to be marketed on multi-disciplinary care, as part of a range of medical staff 
including doctors, physiotherapists and masseurs working at one site as opposed to 
being geographically dispersed and/or accessed in an ad hoc way. Doctors described 
how this had created better communication between people working in different areas 
of sports medicine provision and, consequently, advice to athletes about their pain and 
injuries was more consistent between different areas of medical practice. One doctor 
stated that the EIS was "very non-hierarchical and everybody has got their own skills 
and you just have to take a bit of everything really". Indeed, the emphasis on sharing 
and appreciating different forms of knowledge in the organisation suggests that 
medical staff were more likely to the resolve differences in opinion "in-house", thus 
                                            
9 Given that the current study focuses on British sport, it is important to mention that Scotland, 
Northern Ireland and Wales have similar institutions – the Scottish Institute of Sport, the Sports 
Institute of Northern Ireland and the Welsh Institute of Sport respectively. However, only one 
interviewee from the sample worked in these institutes (Scottish Institute of Sport) and therefore much 
of the data analysis concerns the English Institutes only.   
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reducing the potential for inter-professional conflict.10 One doctor described the 
benefits of the EIS system in the following way: 
As an umbrella it [the EIS] suddenly brought together practitioners that were 
then able to set up clinical government documents for sports medicine, able to 
pull together training in terms of CPD sessions and [provide] a protected 
environment, a network set-up I guess for systems of inquiry and surveillance 
and things like that.  
 
However, the benefits of being involved in this form of "protected environment" were 
not experienced across all sports. For example, not every sport is able to afford the 
"EIS package" and as such, the EIS appear to provide sports medicine services to 
those athletes (and sports) which possess particular credentials. In this regard, athletes 
and sports that had a record of producing Olympic medals were able to access these 
medical services whereas sports with limited international success were not. One 
doctor highlighted the issue of differential access to the EIS in the following way: 
I think the EIS works well providing an athlete is of sufficient standing with a 
national governing body that has sufficient money to be able to buy into the 
EIS programme. I think where it works less well is where that is not the case. 
 
A number of interviewees also revealed that the geographical locality of EIS institutes 
created problems for athletes from minor sports. With just nine EIS sites in the UK, 
most of them covered a large geographical area. For example, the South West EIS 
institute (based at the University of Bath) covers one of the largest geographical 
regions within the EIS network, providing medical support to athletes located 
throughout six counties including Gloucestershire, Wiltshire, Dorset, Somerset, 
Devon and Cornwall. Thus, whilst the EIS bases are nationalised, they are also 
regionalised and are usually based in areas where the majority of podium level 
                                            
10 Within the EIS, the central inter-professional conflicts would arise from the respective roles and 
jurisdictions of doctors and physiotherapists. These relationships will be discussed in Chapter 8. 
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athletes in major sports train. The centralisation of the EIS centres coupled with the 
different levels of bureaucracy in different sports has consequences for athletes who 
live and train in other geographical locations who may seek alternative medical 
treatment closer to home. Moreover, doctors responsible for minor sports often did 
not dedicate so much practising time to these sports compared with major sports. For 
example, one EIS doctor responsible for medical provision to a minor Olympic sport11 
described how s/he did not "go to anything for [the sport]" and s/he "hardly s[aw] 
them at all". This might also affect the continuity of medical care provided to athletes 
from minor sports and may be another reason for athletes seeking health-care outside 
of this network. The implication of these problems is that minor sports are not 
considered as important as major sports and highlights the fragmentation of service 
provision in British Olympic sports medicine and the notion that sports medicine 
provision becomes a self-perpetuating cycle of international success.  
 
Medical services provided by the EIS are organised hierarchically and as such are 
largely concerned with those athletes and sports who are currently successful; where 
success is measured on the basis of medals generated and the economic resources of 
particular sports (the link between performance and economic success is highlighted 
in the work of Hoberman, 1992 and Howe, 2004 particularly). One doctor discussed 
what sociologists have termed the risk-pain-injury (Nixon, 1992) paradox which the 
EIS funding arrangements forced athletes toward: 
Also, I have to say, where athletes get sick or injured and cannot perform, 
cannot maintain their rankings and then bizarrely fall out of the category 
which provides them with support at the very time that they need it the most12. 
                                            
11 In the interests of confidentiality, the particular sport this doctor practiced for is not revealed. 
12 The link between successful performances and medical support was highlighted when team GB long 
jumper Jade Johnson lost her lottery funding after a string of disappointing performances due to injury. 
Article can be found at www.telegraph.co.uk/sport/othersports/athletics/2325244/Paula-Radcliffe-gets-
Lottery-funding.html last accessed 23rd Match 2009. 
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Indeed, a number of doctors described working in the EIS as working at the "top end" 
of sports medicine which, in turn, they felt made them better sports medicine 
clinicians. This created conflict between themselves and doctors working outside the 
EIS, with doctors working within the EIS system critical of non-EIS doctors’ lack of 
expertise. This marginalisation of non-EIS practitioners contributes to the 
fragmentation of the "sports medicine profession" as a result of professionalisation. 
One doctor stated: 
[The involvement in the EIS] means that there is a lot of experience being 
gained by the practitioners who are dealing with a large variety of injuries 
from a large number of sports. And so actually, they are specialist specialists 
in that sense and the relationships with the NGB [doctors] can be difficult 
because an NGB doctor might actually only see a very small number of 
patients a year [and] isn’t a specialist ... what becomes problematic is when 
they start to make executive decisions about care which they are under-
qualified to do. The age old adage is that "they don’t know what they don’t 
know" and that’s when it becomes most dangerous. If they really have limited 
training they haven’t even been exposed to the higher level and an 
understanding of where patient care should be going.  
 
The marginalisation of non-EIS doctors was a major feature of the interviews with all 
doctors. Interviewees highlighted a process which served to shift NGB doctors 
without the desired qualifications into increasingly peripheral roles or out of sports 
medicine entirely. One EIS doctor described how NGB doctors have "got to try and 
justify their existence at times". Another doctor described how his/her hands-on role 
with athletes had gradually reduced as a result of the monopolisation of sports 
medicine by EIS appointed, formally qualified, sports medicine specialists. The 
interviewee described how this had made him/her increasingly cautious about what 
s/he was permitted to do when treating athletes: 
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It didn’t matter so much before but now, because I don’t have a sports 
medicine qualification it’s probably getting to the point now where any doctor 
who is going to examine and investigate and recommend treatment for an 
athlete, particularly a top-class athlete, needs to have a proper sports medicine 
qualification and be on the professional register. So doctors now have to tread 
a bit more carefully. I know in the past there were a lot of doctors who were 
pretty confident because they had good experience and didn’t have a formal 
qualification but would happily do anything. The trouble is, now everything is 
becoming more formalised and you have to be careful not to step out of your 
own comfort zone so I am aware of that. 
 
The increasing reliance on formally accredited and legitimated knowledge in sports 
medicine has resulted in greater opportunities for career development for those 
doctors who possess qualifications but has also served to widen the division between 
non-qualified and qualified sports medicine practitioners. Qualified doctors are 
rewarded with greater job security (e.g. EIS), integration in the sports medicine 
network, opportunities to progress to higher positions and a basis on which to market 
themselves more successfully. As part of their working practice, such qualifications 
also allow these doctors to strengthen their claims to expert knowledge. Those 
without formal qualifications are rarely able to attain jobs in the higher echelons of 
sports medicine such as within NHS sports medicine departments and the EIS. They 
also tend to have less control over athletes and are, to a greater or lesser extent, left on 
the periphery of sports medicine.  
 
The dominance of qualified over non-qualified doctors in sports medicine and the 
resulting marginalisation of clinicians without the desired qualifications is an example 
of intra-professional tension. Doctors who meet the (somewhat self-ordained) 
requirements of modern sports medicine are rewarded by better opportunities for 
career development whilst doctors who lack, or have different, credentials experience 
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reduced autonomy over practice. The notion of internal, intra-professional control is 
evident in the work of Friedson (1970). Citing Friedson’s work, Macdonald (1995) 
argues that one of Friedson’s (1970) central ideas in the exercise of autonomy in 
professions was "to prevent outside interference and supervision, while at the same 
time failing to exert formal control over members, relying merely on the informal 
private ostracism of non-compliant members" (1995: 5).  
 
Whilst the EIS has had a significant effect on both the organisation of medical 
services and doctors’ claims for autonomy, data indicate that the establishment of the 
EIS has not impacted upon physiotherapists’ work in the same way or to the same 
extent. In general, physiotherapists recognised that there were advantages in being 
employed by the EIS, particularly in relation to salary. The following physiotherapist 
demonstrates this point:  
What I am getting now for working with sports is like you wouldn’t have even 
dreamt about. You were lucky if you got fifty quid back in the 1980s or 1990s, 
per day, for working with a sport. You thought you were doing really well 
because you were in one of the few sports that were getting paid. Most of what 
I did was unpaid for twenty years. 
 
A number of physiotherapists also recognised the growth of the EIS as the leading 
organisation for the provision of medical services to Olympic athletes, and therefore 
acknowledged its control over many aspects of service delivery. One physiotherapist 
also explained how non-EIS physiotherapists had been phased out and replaced by 
EIS practitioners when s/he stated that "a lot of physiotherapists are being pushed out 
of their sports because of this EIS thing". This, however, was not the majority view 
amongst those physiotherapists interviewed.  
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Whilst some doctors (usually those outside of the EIS) were critical of the EIS in 
relation to the lack of support they offered athletes from minor sports, a number of 
physiotherapists both employed within and outside of the EIS made criticisms of the 
organisation of the EIS in general. Physiotherapists expressed concern that the EIS 
was relatively haphazard in terms of rewarding those with occupational experience. 
For them, the EIS did not support those physiotherapists who had practical experience 
and were more concerned with promoting those who had managerial experience or 
formal qualifications. Thus, there was more evidence of intra-EIS conflict among 
physiotherapists than there was for doctors employed by the EIS. One physiotherapist 
described this problem: 
The structure within the EIS is hard because there is an A and a B13 and there 
isn’t a natural progression from one to the other and how different people are 
put on different parts of the pay scale. They might get paid more than you but 
they might not have had as much experience or they might have had more 
managerial experience which doesn’t make them clinicians so it’s all a bit 
upside-down. 
 
There was also evidence that physiotherapists were critical of the expertise of EIS 
physiotherapists, which some believed was a consequence of the emphasis placed on 
those who had obtained formal qualifications over occupational experience whilst 
others highlighted the consequences of lack of communication between the EIS, the 
BOA and the ACPSM. One physiotherapist stated: 
The ASCPM, the EIS and the BOA all need to come together and create a 
career pathway so that we are all developing British physiotherapists in sport 
with an education system we know we have to follow ... you just need to get 
everybody knowing how to get there and what to do ... I don’t think anybody 
knows how to get to be a physiotherapist working in sport ... we have the icing 
on the cake but nobody knows how to make it (the cake). 
                                            
13 A and B group physiotherapists are labels used by EIS physiotherapists generally to refer to those 
who have less and more practical experience respectively.  
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Another physiotherapist provided the following commentary: 
I think the EIS were incredibly surprised at how few really, really top class 
physiotherapists there were within sport and exercise medicine. They used to 
have the motto "making the best better" and they used to try and convince 
everybody that they had the best people working for them but, all of those old, 
experienced physiotherapists didn’t want to work for an organisation that 
nobody knew how they were going to perform long-term and therefore they 
didn’t want to work for the EIS. What it has done is it has brought along all of 
the young people into the system. Now that’s not necessarily a bad thing if 
they are given the right mentoring and the right help and the right ability but I 
think what they haven’t done very well is to allow people to realise where they 
are. They have kind of bigged everybody up to the point where they are 
ironically going around thinking that they are great physiotherapists when in 
actual fact I’m not sure that they are.  
 
In contrast to doctors, sports physiotherapists did not appear to have a high regard for 
the EIS as a centre of excellence. Moreover, and in accordance with their resistance to 
formally qualified physiotherapists, a number of sports physiotherapists described 
how those physiotherapists who had become employed in sport via less formal means 
were often "better" physiotherapists. In this regard, physiotherapists consistently 
referred to the centrality of hands-on experience over written qualifications and many 
believed that those who had volunteered their time in sport were the types of people 
who were most desirable in this area of practice. 
You need people with the right drive and the right attitude and want to get 
involved and to make the sacrifices. Some people do and some people don’t. 
The ones that don’t are the ones that come cap-in-hand and say "I think I 
deserve" or "I think you owe". That sort of thing and, you know, that restricts 
the ability to get the right people in. 
 
Similar comments were made by a second physiotherapist:  
We stood on a muddy pitch most weekends for the love of it really. My 
general feeling about physiotherapists coming out of university now is that 
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they aren’t prepared to do that, they are definitely not prepared to do it without 
payment. 
 
And also a third: 
I have to say, sometimes you just have to actually go out there and knock on 
doors, be prepared to do something for nothing, be prepared to show up and if 
you do a half decent job then you are asked to do more. 
 
Despite movements towards a more professionalised career structure, these data 
indicate that sports physiotherapists value some of the less formal and less 
professional means of employment. Central among these is their focus on practical 
care, emphasised in their dedication to work physically, voluntarily and vocationally. 
These motivations demonstrate their links to the skills encompassed within the 
broader physiotherapy profession and is in contrast to greater emphasis on formal, 
educational knowledge that is traditionally associated with medicine. Having 
highlighted the perceptions of both doctors and physiotherapists to key developments 
in sport and exercise medicine, the following discussion provides some concluding 
comments about the intended and unintended consequences of these organisational 
changes. 
 
7.3. The intended and unintended consequences of 
organisational change: Reflections on interdependence  
 
Doctors working in the higher echelons of sports medicine such as within chief 
organisational roles reflected on their relationships of interdependence between those 
who were promoting the professionalisation of sports medicine and those that were 
already integrated into the sports medicine system. On the one hand, the movement 
towards formal qualifications and the establishment of sports medicine institutions has 
produced a number of changes such as the ability for certain doctors to progress 
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through more structured career paths, to work full-time, to develop their careers and 
to be involved in supportive networks. At the same time, however, this commitment 
to progressing sports medicine into a "professionalised" occupation has 
unintentionally led to a division between those doctors who have established 
themselves within a more formalised and bureaucratic system and those who became 
involved in sports medicine through traditional means; i.e. being informally 
approached and appointed and holding the position in a largely honorary capacity. 
Despite some doctors’ commitment to excluding those from the profession who lack 
the credentials deemed necessary to be involved in this area of practice, it appears that 
other doctors were being pulled in different directions. One doctor reflected on this 
tension in the following way: 
You may think that some of them [traditional sports medicine doctors] are 
part-time and not particularly specialist but back then it was a real honorary 
post you know. That has changed a lot over the years and it has got a lot more 
professionalised but the trouble is, the change, I mean the EIS had a very big 
change in that and it has been quite a threat to those who were there already. 
There is a danger of cutting off your nose to spite your face. 
 
In contrast to doctors, physiotherapists were shown to be more resistant to attempts to 
formalise sports physiotherapy along an academic trajectory. As a reflection of their 
interdependence with doctors for validation in sports medicine, physiotherapists have 
attempted to follow a similar route to doctors towards a more structured and 
professionalised organisation by introducing formal qualifications such as the MSc 
and emphasising the importance of CPD. For them however, formal qualifications did 
not serve to promote their status as sports medicine practitioners in the same way as 
formally qualified doctors and many believed that this aspect of the "professional 
project" actually reduced the importance and centrality of their traditional 
physiotherapy skills in sports medicine. In this regard, and in contrast to doctors, 
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physiotherapists who had become employed in sport via these more formal routes 
were perceived disapprovingly by those who had a number of years practicing, with 
hands-on experience.  
 
Data also reveal that the EIS is not large enough or sufficiently funded to cover all 
sports and, therefore, the dilemma for those responsible for Olympic sports medicine 
development is the continued dependence on national governing body doctors and 
private physiotherapists for medical support. Whilst sports medicine is externally 
projected by organisations such as the EIS as a legitimate area of medical practice, 
this projection does not reflect the heterogeneity of practice within the sports 
medicine community. This is theoretically significant because it highlights the 
internal divisions that may occur as part of the "professional project" (Larson, 1977). 
Rather than treating sports medicine clinicians as having an anima collectivita or 
having a "group mind" (Elias, 2001: 6), it is fundamental to understand the 
differences between those who make up the sports medicine figuration and the 
complex networks of multi-level interdependence of these individuals and groups. 
Thus far, data indicate that recent organisational changes in sports medicine have 
increased relationships of interdependence with a wider range of groups. The 
interdependencies that are a characteristic of doctors and physiotherapists’ figurations 
take a variety of forms. For example, the bonds between EIS clinicians and NGB 
clinicians are more easily identifiable. However, equally significant bonds between 
clinicians and professional bodies such as the broader medical profession are also 
apparent. Importantly, the different levels of interdependence that form clinicians’ 
figurations both enable and constrain the development of particular views and 
practices by these clinicians.  
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7.4. Post script: The British Olympic Association’s medical 
committee and physiotherapy forum 
 
Further reflections on the more professional and rationalised organisation of sports 
medicine in the UK relate to the establishment of two sports medicine committees14  
(one for doctors and one for physiotherapists) which are organised to discuss and 
address issues related to medical support prior to and during the Olympic games. 
Committee meetings usually take place two or sometimes three times a year and they 
are often the only time that medical staff from various NGBs convene. After 
establishing what the committees were and how and why they have changed over 
time, the following discussion serves as an illustration of the divisions within the 
medical and physiotherapy professions and thus, a further unintended consequence of 
sports medicine’s attempt to professionalise. 
 
7.4.1. Operational shifts: The background of the medical and 
physiotherapy committees 
 
The BOA physiotherapy committee was established in 1987 (see Appendix Four)15. 
Primarily, it was responsible for liaising with the BOA’s Physiotherapy Steering 
Group, Medical Committee, UK Sport, Commonwealth Games Head Physiotherapists 
and Home County Institutes16. The committee’s objectives included the facilitation of 
"good/innovative practices/policies between the BOA, NGBs and chartered 
physiotherapists" as well as the "guidance and delivery of physiotherapy services to 
elite athletes, particularly with reference to Olympic participation". Whilst many of 
these objectives continued to play a central role, higher managerial members of the 
                                            
14 The physiotherapy committee changed its name to the physiotherapy forum in April 2007. The 
implications of this are outlined below.   
15 There is no comparable document for the medical committee 
16 Some of these organisations, such as the BOA’s Physiotherapy and Medical Steering Groups, no 
longer exist 
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committee decided to change its name and focus to a physiotherapy forum after 20 
years of operation. The central rationale for this change was the increasing numbers of 
agencies in high performance sport laying claim to certain aspects of the committee’s 
remit. For example, the Home County Institutes (HCIs) took on more responsibility 
for Continuing Professional Development in the High Performance Environment 
(HPE) which was one of the committee’s central jurisdictions.  
 
Similar to the physiotherapy committee, the BOA medical committee was established 
in the 1980s. Initially, meetings were only held once per year and it was felt by some 
of the original members who were interviewed in the current study that meetings were 
problematic, primarily because the BOA did not take NGB doctors to the Olympics 
despite practising in sports on a day-to-day level. There was little communication 
between NGB doctors and the BOA in general, and committee members were often 
those whom the Chief Medical Officer knew personally rather than appointed on 
merit or on the basis of their involvement in sports medicine. After challenges by 
NGB medical representatives, the BOA formally advertised for an official chair of the 
committee in the late 1980s. Despite this attempt at formalising the group, nobody 
applied for the post. Further challenges to the credibility of the medical group were 
emphasised in the dismissal and controversial re-election of a Chief Medical Officer 
who had been implicated in a number of doping scandals.  
 
The first formally organised medical committee (which forms the current structure), 
including the involvement of a committee chair, was in 1989 with the appointment as 
chair of Roy Axon who was also the Chief Medical Officer and Olympic boxing 
doctor. Axon reviewed the format of the committee so that NGB doctors were more 
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directly involved in meetings, regular communication was made between the BOA 
and NGBs and meetings were held more regularly (currently three times a year).  
 
Whilst it was intended by the organisers of these groups that members of both the 
medical committee and physiotherapy forum should be the most experienced and 
most qualified sports medicine practitioners in their particular Olympic disciplines, 
this research revealed that both the medical and physiotherapy groups were made up 
of a mixture of personnel with a range of expertise, experience and qualifications in 
sport and exercise medicine and, as a result, they represent case studies of the ways in 
which differentially experienced and qualified sports medicine practitioners who 
provide medical support to Olympic athletes interact. Moreover, I would argue that 
these groups capture, in microcosm, the fragmentation and division of sports medicine 
in the UK that has resulted, unintentionally, from attempts to make sports medicine 
increasingly professional.  
 
Safai’s (2005) analysis of the establishment and subsequent demise of the Sports 
Medicine and Science Council of Canada (SMSCC) also contains examples of how 
unintended consequences have arisen as a result of intended actions (Elias, 1978). In 
particular, she argues that the incorporation of additional sports medicine specialists 
(chiropractic, psychologists) onto the council to suit the changing demands of 
professional sport contributed, in part, to its demise. Safai (2005) notes that "the 
history of the council offers a glimpse into the developing professional project of 
various sports medicine occupational groups, and its demise, in particular, captures 
some of the struggles among the various associations for authority, autonomy, and 
professional territory" (p. 110). There are a number of similarities between Safai’s 
(2005) analysis and the current data from members of the BOA’s medical committee 
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and physiotherapy forum. One key similarity is that both studies highlight the 
consequences of incorporating a diverse spectrum of sports medicine practitioners 
into these groups and, in particular, how the various agendas and values of these 
practitioners can stifle the development of a coherent, professional identity in sports 
medicine. 
 
7.4.2. Professional identity  
 
Safai (2005) argues that one reason the SMSCC disbanded was an inability to resolve 
tensions over which professions would/should be included on the council. The council 
was originally run by physicians and physiotherapists who quickly became the 
established professionals in sports medicine. Safai (2005) notes that, following the 
introduction of additional specialist groups such as chiropractic, the council became 
imbalanced and internally competitive which, in turn, had implications for the 
council’s professional unity.  
 
Interviews with members of the BOA medical committee and physiotherapy forum 
revealed similar issues. Whilst both groups were designed to be meetings of "experts", 
the relative expertise of practitioners from various backgrounds was contested. This 
was particularly the case for those practitioners who provided medical support to 
athletes from minor sports the NGBs of which had less extensive bureaucracies.  
 
For example, the chair of the medical committee described how the success of the 
groups was compromised because NGBs were responsible for selecting members. 
Consequently, medical expertise was not necessarily the main criterion for 
membership. In the following example, a doctor describes how committee members 
from minor sports, whom he felt did not consider meetings a priority, created 
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challenges for the success of both the committee and the progression of sports 
medicine more generally:  
The sports nominate and, of course, if the sport is a small sport who is 
desperately trying to sort themselves out the last thing on their mind is 
nominating someone for the physiotherapy or medical committee. So, it’s like 
Joe Bloggs who has been doing it for fifteen years just carries on and nothing 
changes. It is a case of another thing that lands in your tray or the poor person 
who is writing for the sport from their kitchen table – it’s not a priority. So 
that is the challenge and you have got people who are there by accident. 
Maybe their son or daughter did the sport and they got into it then and the son 
or daughter has dropped out of the sport or they have finished competing but 
their name remains on the list and it never gets taken off. 
 
Similarly, the chair of the physiotherapy committee described how the groups had 
become "a mish-mash of people – [those] who are at the top of the tree and those who 
just happen to be there by default because the NGB couldn’t think of anybody else to 
send so they sent them along".  
 
The concern for those practitioners who sought specific outcomes from the meetings 
was the lack of expertise and experience of some members. They also questioned 
some members’ motivations for being involved in the group as, for them, this had 
implications for the development of a more coherent sports medicine profession. 
Furthermore, the committees were partly steered by a group whose members view the 
recent developments in sports medicine as not wholly positive.  
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7.4.3. The changing face of a speciality  
 
As has already been discussed, the EIS has become progressively more central in the 
provision of medical services to athletes and is now considered a main umbrella 
organisation for contemporary sports medicine in the UK. The greater status afforded 
to those employed by the EIS has also impacted upon the organisation of the medical 
and physiotherapy group meetings. In particular, interviewees described how many 
decisions that were previously the domain of the BOA have been taken over by the 
EIS. One physiotherapist stated, "since the EIS has evolved really, a lot of the stuff 
that the forum used to discuss now happens and is organised, developed and will be 
dealt with within the EIS". Similarly, in comparing the changing roles of the BOA 
and the EIS in sports medicine generally and the shifting remit of the medical 
committee specifically, one doctor said: 
The BOA itself is an organisation that has no, or has traditionally no particular 
interest in the development of the speciality ... I think the picture has just 
evolved and changed and they, their part in it, has changed as well.  
 
When discussing the ad hoc nature of these meetings, the doctor added that the 
medical committee was "a group that is the changing face of a speciality and it’s now 
got recognition but its finding its feet and getting where it’s going with it". These last 
two examples demonstrate the shifting association of the medical committee (and by 
association, the physiotherapy forum) towards the development of the sports medicine 
speciality and away from the more narrow issue of athlete support prior to and during 
the games.  
 
Data indicate that those sports allocated EIS sponsorship are also able to attain a 
particular status within the medical and physiotherapy groups. For example, 
practitioners associated with those sports that are awarded greater UK Sport funding 
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(and are therefore most likely receive medical support from the EIS) protect 
themselves and their success from other, not so successful groups. For example, one 
physiotherapist said: 
There are some governing bodies who don’t want to tell people their ideas. I 
don’t mean that nastily but they keep it to themselves because it works for 
them and they don’t want other people to use their idea because it is their idea. 
 
When suggesting how s/he thought their job and their role on the forum could be 
made easier, another physiotherapist made the following comment: 
It would be helpful if there was more of a liaison between different teams ... 
Having other teams that have been through that process already and are more 
established then you could have some of them to help you ... I guess some 
people think that they work with more prestigious sports and have more 
influence over the team they work with and are separate from the minor sports. 
 
In contrast to Safai’s (2005) analysis where long-standing members of the SMSCC 
enjoyed a particular status in the sports medicine community in Canada, the majority 
of interviewees in the current study expressed how their membership of the medical 
or physiotherapy groups awarded them with no additional status or autonomy within 
the sports medicine community and many felt that the meetings were primarily 
political exercises. Overall, the medical and physiotherapy meetings were described 
by the majority of interviewees as relatively amateur in focus and administration. For 
example, a number of respondents alluded to the disorganisation of their particular 
group. When asked how he secured his position on the BOA medical committee one 
doctor described how: 
Strangely enough they [the BOA] used to send me all of the minutes from the 
meetings and they did it for a couple of years and I emailed and said "listen 
I’m really pleased that you are sending me these and please don’t stop sending 
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them but I wonder why you are sending me the minutes?" It turned out that I 
had been elected as a member of the committee and I didn’t know. 
  
This was not an isolated case. Indeed a number of interviewees could not recollect 
how they were appointed to their committee. Of those who could remember how they 
became members of their particular group, responses included "I got it by default" 
(doctor) and "I just fell into it really" (physiotherapist).  
 
The majority of clinicians also described how they did not consider attendance at the 
meetings to be important and the meetings did not significantly feature in their lives 
as sports medicine staff. When asked if he had attended the BOA physiotherapy 
meetings one physiotherapist replied "No. I had no idea that there were meetings 
held". In attempting to rationalise his/her and others’ non-attendance at meetings, 
another physiotherapist stated: "I can’t remember attending one meeting to be honest. 
I couldn’t tell you why. I don’t remember there being lots of meetings so I think it 
was probably that people were doing something else and it wasn’t important". Data 
revealed that it was less likely for those responsible for treating athletes from more 
minor sports to attend meetings however, even those who were more established 
sports medicine practitioners and who had attended the meetings for a number of 
years had concerns about their value. One doctor said: "I think it’s a paper exercise, 
those meetings never seem to change any policy or direction". Similarly, another 
doctor said "to be honest with you I’m really not sure what the committees/forums 
are".  
 
The primary concern practitioners had about the meetings was the lack of authority 
members of the groups had to change the policies and direction of sports medicine. 
One doctor described the medical committee meeting as "a very tedious meeting. It’s 
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very administrative and it’s not a reigning meeting.17 It’s a conveying of information 
meeting". Reflecting on his involvement in the physiotherapy forum, one 
physiotherapist made a similar comment: 
I made the point that the agenda was virtually the same, word for word, as the 
first agenda that I had come to three years earlier. It didn’t look like we had 
achieved anything or pushed anything forward ... It’s very much a toothless 
tiger. It has no ability to do anything. It’s not the forum to drive things 
forward. 
 
A related problem specifically for physiotherapists was the recent change in name 
from the physiotherapy committee to the physiotherapy forum. Ironically, whilst this 
name change was designed to make the forum more focussed (see Appendix Four), 
interviewees described how the forum had become less directed and, in their eyes, 
less important. One consequence of this name change was the notion that the forum 
had become more of a "talking shop" than an enterprise for "doing". In the following 
example, a physiotherapist explains why s/he currently considers the forum 
ineffectual. Whilst alluding to the change of forum chair, s/he emphasises the name 
change as the primary component in the floundering forum. 
I think there are two things. The chair changed but also, the group became less 
powerful. The BOA gave quite a reasonable amount of power and it used to be 
called the committee so when it was a committee we could decide on things, 
we could develop policies, but the BOA then said that they didn’t want that 
group to do that and they just wanted it to be a group that met. I don’t think it 
has quite got it back together. 
 
 
 
 
 
                                            
17 For this interviewee, "reigning" referred to this committee’s lack of supremacy in terms of the higher 
managerial decisions within sports medicine.   
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The former chair of the medical committee also made the following comment: 
I have always been against that [the name change] because for some reason it 
is almost saying well this isn’t so important after all so it’s not surprising that 
people aren’t going to treat it as so important. 
 
7.5. Summary 
 
This chapter has demonstrated how three central organisational changes (development 
of the sports medicine speciality, introduction of formal qualifications/CPD, and 
establishment of the sports medicine institutions) have served to partially 
professionalise and formalise clinicians’ working practice in Olympic sports 
medicine. However, whilst these data reveal that processes of organisational change 
have served to promote doctors who possess those attributes associated with 
professional traits (e.g. certain qualifications), whilst disadvantaging those with other 
skills (e.g. experience) a similar picture has not emerged among physiotherapists 
practicing in this speciality area. For physiotherapists, there is greater resistance 
regarding the development of the profession towards academic accreditation and 
greater value placed on experienced practitioners with hands-on expertise. Whilst it 
would seem that the introduction of formal qualifications has allowed doctors with 
these credentials to exclude non-compliant practitioners with greater ease, 
physiotherapists remain committed to professionalisation (in this instance the 
development of particular traits and occupational standards) but only if this means 
they do not lose focus on their hands-on skills in the process.   
 
 
This chapter has also indicated that recent attempts to formalise sports medicine is 
one explanation for the inconsistency of medical personnel on the BOA medical 
committee and physiotherapy forum as well as the ad hoc organisation and 
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functioning of both groups. Evidence indicates that the groups reflect a period of 
transition whereby sports medicine has begun to progress towards a more professional 
status but remains dependent on some of its traditional characteristics. Group 
meetings remain an important feature of sports medicine because of an attempt by 
those involved in higher managerial positions to professionalise and develop the 
system and to further develop the sports medicine speciality. However, these data 
reveal that there are elements of misalignment, resistance and competition between 
these practitioners of sports medicine and the remainder of the professional body. 
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Chapter - 8. Health versus Performance 
 
 
8.1. Introduction 
 
As noted in Chapter 2, over the past 20 years or so there has been an expanding 
literature in the sociology of sport that has critically examined athletes’ normalisation 
of pain and injury and their uncritical acceptance of a "culture of risk" (Nixon, 1992; 
Safai, 2003). This research has been conducted within sports at the professional, 
college and amateur level and among male and female athletes. In this literature, a 
number of authors have explored how athletes understand health (their longer-term 
well-being) and performance (short-term competition goals) and how these ideas may 
be shaped by their interdependence with members of their sports contexts (Nixon, 
1992, 1993, 1994; Waddington et al. 2000; Malcolm and Sheard, 2002; Theberge, 
2008). Whilst it is important to explore how athletes understand the relationship 
between health and performance and their motivations for playing with injury and 
pain, it is also crucial for researchers to explore how these phenomena are understood 
and managed by other members of these sports contexts, particularly those clinicians 
who are seen to be on "the front lines of the sport injury/pain complex" (Safai, 2003: 
128). In this regard, this chapter explores issues about health and performance and the 
similarities and differences between how members of the sports medicine and sports 
physiotherapy professions deal with such issues.  
 
Earlier studies of the involvement of sports medicine practitioners in the culture of 
risk, pain and injury tended to rely on the concept of "sportsnets" (Nixon, 1992, 1993, 
1994). Nixon argued that members of these sportsnets such as sports medicine 
practitioners, coaches and administrators serve to "entrap" athletes into accepting the 
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risks associated with sports participation.18 Rather than understanding sports medicine 
clinicians as working within "conspiratorial" alliances (Nixon, 1993) however, more 
recent research has argued that sports medicine clinicians are more likely to 
"negotiate the tensions between their professional obligation to safeguard athletes’ 
health and well-being and the emphasis in sport on performance" (Theberge, 2007: 
177). For example, Safai’s (2003) research into the negotiation of treatment between 
health-care providers and injured athletes in intercollegiate sport in Canada found that 
the work of sports medicine clinicians was characterised, on the one hand, by 
accepting a "culture of risk" in sport and, on the other, a "culture of precaution" 
whereby sports medicine clinicians put the longer-term health of the athlete first. In 
contrast to this, Theberge (2007) argued that performance matters were at the centre 
of medical practice in her study of sports medicine, health and the culture of risk 
among doctors, physiotherapists and administrators in Canadian high performance 
sport. This performance driven model of athlete care can be seen as an example of the 
"consumer orientated" (Johnson, 1972) model of professional practice in sport.  
 
This study suggests that medical practices in UK Olympic sports are also dominated 
by a commitment to the short-term performance goals of athletes. In this regard, this 
chapter examines some of the pressures that emerge from a context in which 
performance is a defining feature and highlights how clinicians’’ attempts to establish 
professional identities consistent with their work in professional sport have 
constrained them to mould their medical practice to suit the performance-related 
demands of their working context so as to keep their clients happy and remain useful 
and valid in their work setting. Furthermore, the chapter considers the consequences 
                                            
18 Though critical of Nixon’s broader framework (Roderick, 1998), Waddington (2000) and 
Waddington et al (2001) found that doctors’ clinical autonomy was sometimes severely challenged 
within professional football. 
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this performance focus has for doctors and physiotherapists’ clinical autonomy. The 
final part of this chapter attempts to examine how concerns about health and 
performance differ between doctors and physiotherapists working in Olympic sports 
and thus, how the professionalisation of sports medicine (see Chapter 7) has created 
fragmentation and uncertainty among clinicians. Despite sports medicine practice 
being driven by performance goals overall, the current data reveal that 
physiotherapists are more clearly driven by performance whilst doctors express a 
relatively greater concern for the longer-term health of athletes, only to fall back on 
performance criteria when fearful that their status or value may be challenged. In 
order to explain these distinctions, the chapter returns to an analysis of the professions 
and considers how membership of their broader professions may enable and constrain 
doctors and physiotherapists’ views on health and performance. Data indicate that, in 
the absence of a clear "sports medicine identity", clinicians are, to a greater or lesser 
extent, reliant on their broader professions for status and validation. 
 
8.2. Athlete pressure: Time and winning 
 
One of the defining features of the performance model of medical care in Olympic 
sports is the way in which clinicians’ prioritise the interests of athletes. Essentially, 
athletes’ interests are concerned with winning and, in the context of Olympic sports, 
winning Olympic medals. The timing of particular competitions and the centrality of 
these competitions for athletes’ careers became one of the principal considerations by 
which sports medicine clinicians decide on athletes’ treatment programmes and, 
during competition, on whether or not they would take measures to allow the athlete 
to compete despite being injured (for example, providing athletes with a pain-killing 
injection).  
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The centrality of the performance model for sports medicine practice was clearly 
demonstrated in the descriptions doctors and physiotherapists provided of their initial 
consultations with injured athletes. Rather than clinicians inquiring about the injury in 
the first instance, questions were most often about the timetabling of competitions. 
For example, one doctor stated "you always have to ask people ‘what’s the next 
competition coming up, what’s the next event?’" Similarly, another doctor said "the 
first question I will ask somebody is ‘what have you got coming up?’".  
 
Given that the doctors and physiotherapists primarily worked with Olympic level 
athletes, the majority of respondents discussed some of the medical compromises they 
felt obliged to make when athletes became injured during, or in the run up to, a major 
event such as the Olympic Games. Clinicians were aware that athletes working 
towards competing in an Olympic games were constrained by particular time 
pressures and respondents described how they felt compelled to take greater medical 
risks because of how significant the Olympics are for athletes. One physiotherapist 
stated:  
If it’s an Olympic games you would probably say ‘ok, you might make it 
worse but we will do x, y and z, we will tape it [and] the doctor might put a 
pain killing injection in’. You would do anything that you possibly could to 
get the athlete out there and to give them a chance. 
 
Indeed, the majority of the interviewees described the Olympics as an extraordinary 
event and discussed the pressures on athletes which stemmed from the event only 
occurring once every four years. The majority of clinicians described how they did 
not want to deny an athlete what might be their only chance at being successful at 
such a mega-event and this became one justification for decisions to be focussed on 
athletes’ performance goals. One doctor said: 
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There is no doubt that the Olympics is an extraordinary four yearly event and, 
you know, excuse the pun or the phrase but it’s ‘shit or bust’ for some people. 
Therefore, there may be some extraordinary decision making that takes place. 
 
In a similar way, a physiotherapist clearly described their rationale for making 
medical judgements during an Olympics: 
The Olympics comes every four years and if you’re two months out and you 
have trained for three years and ten months what are you going to do? You’re 
going to take a risk and get everything as good as you can. 
 
Whilst it was not clear if the respondents themselves felt that the Olympics were 
"extraordinary" or if they were referring to the significance of this event for the 
athletes they cared for,19 it is clear that the Olympics impacted upon doctors’ and 
physiotherapists’ judgements on the balance between health and performance. The 
four yearly cycle of the Olympics was a central rationale for performance orientated 
clinical practice. 
  
By way of illustration, there were a number of examples from interviews with 
clinicians about the types of medical risks they would take during an Olympics. 
Clinicians were generally very open about discussing such decisions, which may be 
an indication of how they have normalised their work within a culture of risk (Safai, 
2003). One physiotherapist stated: 
We might put them [athletes] at more risk depending on the level of 
competition they are at. If it’s an Olympics as opposed to a regular domestic 
race obviously you try to get them to the start line in whatever circumstances 
that you can. 
 
 
                                            
19 Although there are grounds for believing that there is a considerable convergence in views on such 
matters. See, e.g. Malcolm, 2009. 
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A similar point was made by one of the doctors, who said:  
If they are at an Olympic games and they have got a really good chance then 
you will patch them up to let them perform and give them the guidance and 
the knowledge that you know is probably not good for them but this is how 
you are going to get through whatever event that you have got. 
 
Another physiotherapist described how medical treatment was simply about "patching 
up and pushing on" when athletes were injured and/or in pain during these events. 
Likewise, one physiotherapist said "if this was an Olympic final then we would strap 
them up, give them some tablets and send them on".  
 
Whilst this "compete at all costs" attitude was accepted by physiotherapists and 
doctors as a central feature of the culture of Olympic sport, the following quote 
illustrates the difficulties clinicians have in negotiating these risky decisions with 
athletes. In the following example, a doctor argues that debating with an athlete about 
whether to compete whilst injured is futile as it is the Olympics rather than longer-
term health that will be at the forefront of an athlete’s mind.  
It’s fairly difficult basically because if you try to rush a decision with someone 
about whether they should take part in an Olympic final where they have 
qualified and they have trained for sixteen years or something to get there and 
you are saying "well I don’t think you should run because you have got 
arthritis in your knee". They are going to say "that’s fine I don’t care I want to 
get a medal". You could debate further whether that is a rational decision or 
not. But if you said to them "would you have given up an Olympic final?" they 
would say "absolutely not". 
 
The discussion thus far has highlighted how pressures associated with the timing of 
Olympic competition and the significance of Olympic competition for athletes are 
central to the way a performance rationale influences sports medicine practice. In 
essence, sports clinicians have to be aware of time-related constraints in Olympic 
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sports in order to meet the demands of athletes who are training and competing at this 
level. The urgency of getting athletes back to fitness as quickly as possible (which is a 
general feature of sport at this level but varies in importance during the 4-yearly 
cycle) was discussed by the majority of respondents. One doctor stated: 
One of the biggest pressures is time and trying to get people back as quickly as 
possible without them falling over again. So, it’s about getting them back 
quickly and safely so there is always a time pressure. 
 
Another doctor explained:  
Obviously when you’re in competition you want something that is going to 
work and sort them out quickly. You are not generally looking at long-term 
treatments; you’re looking at treating them and getting them back the next 
day. 
 
Whilst the majority of interviewees described the pressures on them to get athletes fit 
and take greater risks with athletes’ longer-term health during an Olympics, a number 
of respondents also described how their management of injuries differed during 
different stages of the athlete’s training and competition cycle. Respondents discussed 
how their sports medicine practice fell into three categories: a) the prevention of 
injury (often described by clinicians as prehabilitation) when the athlete is out of the 
competition season; b) the management of injuries such as "niggles" and strains 
during training and in the run-up to competition and c) simply coping with injuries in 
order to "get them through" competition. The notion that clinicians describe their 
practice as diverse when an athlete is in and out of the competition season emphasises 
different time constraints to those discussed in the literature on professional football. 
Roderick (2006) describes how the emphasis on "getting players back fit yesterday" 
was a constant pressure on sports clinicians given the more continuous nature of the 
competitive season in professional football. In contrast, clinicians in Olympic 
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disciplines had pressures associated with getting athletes fit at the right time, that is to 
say, in peak condition ready for a major event. 
 
Whilst pressure associated with the timing of Olympic competition was most often 
discussed by clinicians, a number of interviewees also described how the ages and 
career stage of athletes constrained them to take different risks with athletes’ longer-
term health. One respondent said that "you often take short-cuts depending on where 
people are and the stage of career they are at". Similarly, a doctor made explicit 
reference to how the age of the athlete was an important consideration in his decision 
to allow an athlete to compete whilst injured:  
If someone had a stress fracture and they were 35 and coming up to the 
Olympic final and it was their last event and then they were going to retire, 
you would probably say ‘get on with it’. But if it’s a 17 year old who has got 
20 years [of competing] and they are going to go to lots of different Olympics 
then you might say they are better off not taking a risk. So you have to tailor 
your treatment to what is going on for the athlete. 
 
Thus, like the clinicians in Safai’s (2003) research, interviewees balanced cultures of 
risk and precaution. Moreover, conceptions of time largely underpin the way sports 
clinicians tailor their treatment to athletes’ performance-dominated interests. As a 
consequence of their social situations, sports clinicians are conscious that athletes 
participating at the Olympic level are constrained by time in numerous ways. In the 
interviews, time-pressure was emphasised in two ways. First, clinicians recognised 
the needs of athletes to be fit for major competitions and particularly Olympic 
competition. Interviewees described how this constrained them to provide "quick-fix" 
treatments to athletes during these major events because of the significance of the 
Olympics for athletes. Second, interviewees discussed how the four-yearly cycle of 
Olympic competition impacted upon the "shelf lives" of athletes’ careers and 
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clinicians were aware that athletes were under increasing pressure to be fit for the 
Olympics because they may only have "one shot" at being successful. Implicit in this 
discussion is the significance of athletes’ wishes in imparting an influence over the 
medical decisions made by clinicians. In this regard, the following section discusses 
the notion of a consumer-centred model of sports medicine practice and the effect that 
this had on the advice doctors and physiotherapists provide to athletes in Olympic 
sports. 
 
8.3. Supply and demand: The consumerist model of sports 
medicine 
 
Over the course of the interviews, it became clear that sports medicine practice at the 
Olympic level was premised on a consumer-focussed model of medical care (Johnson, 
1972). In the previous section, some of the medical compromises sports clinicians in 
the current study made because of athletes’ concerns with performance, the time 
pressures associated with winning at the Olympics and their need to be successful 
before retiring from a career in sport were explored. The following section further 
examines clinicians’ performance orientation and pays particular attention to how 
sports clinicians respond to athletes’ demands. In this regard, this section critically 
reflects upon the consumer-orientated model of medical care by drawing upon 
clinicians’ reflections on clinician-athlete negotiations.  
 
It was clear from the interviews that sports clinicians regarded athletes as their 
customers. A succinct description of this customer-focus in the provision of sports 
medicine was provided by a doctor who had extensive experience in sports medicine 
in a number of different Olympic sports. This doctor compared his role as a sports 
medicine physician to a project manager and indicated that his approach to treating an 
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athlete was always concerned with the customer’s wants and needs. He stated:  "you 
have to advise the customer on what are the available products, how do they 
administer the product and so forth. At the end of the day the customer is still first and 
they are ultimately the end game". Another way that the client-centred approach was 
highlighted by clinicians was in the ways they expressed how their competence was 
assessed. Doctors and physiotherapists were acutely aware that their "success" as 
sports medicine practitioners relied upon the evaluation of athletes and other members 
of their working context (for example, performance directors and coaches). Such 
evaluations were not based on the athlete’s long-term health but on the competitive 
success of athletes and this was particularly important during an Olympics. One 
doctor described: 
Your success or failure in the management of a condition in the Olympics is 
basically measured in the performance of that athlete. So it’s measured in 
medals or it’s measured in finalists or semi-finalists or through to the next 
round or measured in whatever the relative level of success is expected of that 
athlete. 
 
Likewise, when discussing the negotiated balance between health and performance, 
one physiotherapist explained how success in the market for sports medicine was 
dependent upon the clinician’s acceptance of the client’s performance-motivated 
demands.  
It doesn’t matter how good you are as a clinician, if you haven’t got the ability 
to do all of that and understand all of that, you won’t make it as a sports 
physiotherapist or physician because that’s what you will build or lose your 
reputation on.  
 
In this example, the physiotherapist also highlighted the relative marginalisation of 
the clinician’s knowledge as a medical "expert": "it doesn’t matter how good you are 
as a clinician". Instead, the clinician highlights how expertise is concerned with and 
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judged on clinicians’ collusions to the performance goals of sport. One doctor also 
highlighted his complicity to the performance motivations of athletes when he 
explained the constraints on him to say "what the athlete wanted to hear". In this 
example, the doctor described a situation where he felt compelled to provide what he 
saw as a "quick-fix" injection treatment to an athlete.  
In the end I am helping them as much as possible and I will rationalise it to 
myself like I did [on this occasion] and I did give the injection ... So I said to 
him "well if we fix this then the deal is you need to get the rest sorted out". So 
we gave him the quick fix and then there is no excuse as he has got to do the 
rest. I know it is slightly the wrong way around but it keeps them happy and if 
you turn around and say no, you know the traditional consultant attitude of no, 
no, no then they will just bounce off to someone else and get someone else to 
get their injection (emphasis added). 
 
Johnson’s (1972) concept of patronage is useful in this regard as this respondent 
clearly demonstrates the power of the athlete-consumer in the negotiation between 
himself and the athlete. Johnson (1972) argues that systems of patronage arise when 
consumers have the ability to define their own needs and how those needs might be 
catered for. This doctor recognised that the athlete-consumer has the right to define 
the best service for his/her needs and is aware that if these needs are not met, the 
consumer will simply go elsewhere. Johnson (1972) argues that this form of 
consumer-power is a "systematic source of pressure upon practitioners" (p. 65) and 
this is demonstrated in the doctor’s decision to provide the athlete with a "quick-fix" 
treatment with which the doctor wasn’t completely comfortable. The negotiation of 
conditions ("the deal is") illustrates interdependency whereby the doctor needs the 
continued consultation with the athlete to retain career status and the athlete needs the 
doctor to enable participation. 
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Also illustrated in this quote ("the traditional consultant attitude") is the continual 
assumption in medicine that the "doctor knows best" by virtue of his professional 
status. In recognition of this, Friedson (1970) examines how doctors seek to control 
their clients by attempting to persuade them that their advice is correct and that it 
should be followed. The previous extract demonstrates how this assumption may not 
be wholly applicable in the context of sports medicine. Here, not only are athletes able 
to "bargain" (Friedson, 1970) their treatment with clinicians, they are also able to 
choose whether or not to follow the advice provided and are able to seek the help they 
wish elsewhere. In this way, the legitimacy of the doctor’s position as medical 
"expert" is undermined. Johnson’s (1972) argument that those with esoteric 
knowledge (such as doctors) become "clients" themselves because of their limited 
responsibility for the information or medical services that they provide is relevant 
here as, in the current study, clinicians were often relatively subservient to their 
athlete-consumers.   
 
8.3.1. Second opinions 
 
Another indication of the consumer-driven focus of sports medicine was reflected in 
clinicians’ acceptance that athletes consulted multiple practitioners for second 
opinions and/or alternative treatments for their injuries. Unlike in professional 
football where footballers would usually seek second opinions without informing their 
club or the medical staff at the club for fear of undermining their authority or being 
regarded as "bad-patients" (Roderick, 2006), Olympic clinicians described how this 
was a normal aspect of athletes’ behaviour and was openly discussed between them 
and the athletes who were under their care. Doctors and physiotherapists described 
how they normalised this behaviour and discussed how this was not to be seen as an 
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attack on their clinical competence. When asked how he felt when athletes wanted 
second opinions, one doctor explained:  
Oh they can do for sure, absolutely, and at the end of the day you are there to 
only advise and if they don’t like the advice they are perfectly entitled to go 
elsewhere ... At the end of the day if a doctor tells you that you have done 
something wrong and you can’t go to the games because of it you know there 
is a very bright light burning in that brain that’s going to not accept that. And 
why shouldn’t they? I think that doctors shouldn’t get upset about people 
going to see other people. 
 
Indeed, the majority of interviewees reflected on athletes’ use of second opinions in a 
largely positive light. Moreover, clinicians described how they could utilise second 
opinions to facilitate their own practice. For instance, when asked if second opinions 
were encouraged, one physiotherapist clearly stated "yeah at times absolutely, if we 
are really not sure of the diagnosis". Similarly, one doctor reflected on how he had 
realised getting second opinions from other sports medicine doctors where he worked 
(the EIS) was beneficial to him and, in this regard, was enabled as a result of their 
physical proximity and relationships of trust: 
Everyone is a bit precious naturally about their athletes and they don’t want to 
be looking after someone and think what if I sent them off to see [name] next 
door then am I admitting failure and defeat and all the rest of it because you 
are not. And actually, since I started doing it more and more you actually 
realise how much it strengthens [your practice]. The coaches and athletes then 
trust you even more and it is really good with your relationships with other 
doctors as well so it is very good. 
 
Whilst clinicians discussed how athletes’ tendencies to "treatment shop" could be 
helpful, there were instances when interviewees described the use of second opinions 
as problematic. In the following extracts three sports clinicians highlight the concerns 
they have had when athletes seek second opinions from outside of the "system" (in 
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these cases, the EIS). In the following example, the physiotherapist expressed his/her 
discomfort when athletes go to somebody else who has not been recommended within 
the system of medical care his/her athletes use on a regular basis: 
I have had a couple of athletes who might go and seek help elsewhere and that 
help might be outside of the system which, I suppose is hard in some ways as 
it’s hard not to take it personally as you think "oh well why does that athlete 
have to go and see someone else?" But you know, that’s their choice but it’s 
not something that we would actively encourage unless it’s someone that we 
would use or recommend. 
 
Similarly, an EIS physiotherapist expressed concerns about an athlete who sought a 
second opinion without informing the regular team of physiotherapists in the EIS:  
It wouldn’t be ethical for an athlete to come to you, you treat them and then 
they go somewhere else and get another opinion without discussing it with 
you. If you were treating somebody and you weren’t sure then I think its fine 
to go and get a second opinion. That’s how we work and that’s how we learn. I 
think it’s difficult sometimes if an athlete does want to go off and try 
something completely bizarre. I mean, that does happen which can be quite 
difficult. On the whole, I’m quite happy for someone to get a second opinion 
as long as everybody is informed. 
 
Seeking an opinion outside of the "system" was also discussed by a doctor. Whilst 
this doctor encouraged athletes to see other practitioners for advice, concern was 
expressed about the potential consequences of athletes seeking medical opinions from 
a national governing body doctor outside of the EIS system of medical care.  
I think the difficulty is when that relationship of going to see a second 
practitioner is between an NGB doctor and an EIS doctor. That can cause 
conflict because sometimes you have one-upmanship and people like to find 
something when the other doctor doesn’t and that’s natural. It’s the same with 
all walks of life. I’m sure if you took a car from one garage to another and 
they were mild rivals, one would find a fault that the other hadn’t. 
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Whilst clinicians appeared to accept athletes’ use of second opinions, the respondents 
in the previous three examples also expressed a desire to exert some control over 
those second opinions. That is to say, these EIS clinicians only encouraged athletes to 
see another practitioner if they thought that the practitioner would either support their 
views and/or augment their status. Consulting with another doctor or physiotherapist 
in the EIS, for example, allows the consultation and treatment to be surveyed, creates 
less conflict and indicates that the doctor or physiotherapist feels relatively assured 
that what the others say is unlikely to demean (and may in fact strengthen) their own 
expertise. Moreover, receiving second opinions in this controlled environment may 
serve to re-establish the EIS as a network of excellence for sports medicine care. A 
clinician’s power is thus derived from both the solutions they can provide themselves 
and the solutions they can provide through referral. 
 
In contrast, NGB clinicians were less concerned about the potential for other 
practitioners to disagree with their medical opinion. This was succinctly put by one 
NGB doctor who said "I don’t feel threatened that they [athletes and other 
practitioners] think I might be wrong. I might be! Let’s not think that we are right all 
of the time". NGB clinicians also appeared to be comfortable with athletes receiving 
second opinions from outside of their field and, at times, personally recommended an 
athlete to another practitioner whom they considered to have more specialist 
expertise. One doctor stated: "If they ask me for advice or help then I look into what’s 
going on with them and then advise them personally or recommend them to 
somebody else or refer them to somebody else". In this respect professionalisation (in 
terms of clinicians’ attempts to exert monopoly control over practice) should be seen 
to both enable and constrain a clinician’s practice. 
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The preceding discussion has examined the main features of the consumer-driven 
model of sports medicine practice in Olympic sport and has further outlined the ways 
in which athletes’ demands are central to decisions about treatment. The discussion 
has highlighted how clinicians see athletes as their customers and has shed further 
light on clinicians’ rationales for being performance-driven in their medical practice. 
Athletes are relatively autonomous in their negotiations with clinicians and, in 
particular, able to define their own needs and define the best ways for those needs to 
be met. Whilst I have only focussed on athletes’ demand for medical services on 
clinicians, other research suggests that this is a two-way interplay of supply and 
demand where athletes and clinicians are in constant interdependence with one 
another. For example, this two-way supply-demand scenario is expressed in Safai’s 
(2003) research into sports medicine service in Canadian intercollegiate sport. She 
writes: 
The supply-demand scenario could be interpreted in two ways – the supply of 
sport medicine to satisfy individuals who demand specialists for their athletic 
injuries, or the supply of sport injury to satisfy sport medicine practitioners’ 
need for clientele (p. 129).  
  
8.4. External pressures: Coaches and funding 
 
Thus far, the chapter has explored some of the ways athletes are able to influence 
sports clinicians to be performance-focussed in their medical practice. A number of 
clinicians also indicated that pressures to conform to performance goals can also arise 
from the motivations of the coaching staff. This is perhaps surprising because, in 
comparison to team sports such as professional football where managers and coaches 
are more dominant and the employment of doctors and physiotherapists may be under 
the jurisdiction of these staff (see Waddington, 2000; Waddington et al. 2000; 
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Malcolm and Sheard, 2002), sports medicine clinicians in Olympic sports are less 
likely to be solely employed by one sport and coaches are also less likely to be 
directly involved in the appointment of these clinicians (see Chapter 6). Having said 
this, clinicians described how their relationships with coaches are central to their 
sports medicine practice. For example, one physiotherapist said "coaches are always 
in the equation" when clinicians discussed the medical management of athletes. 
Moreover, a number of respondents described how coaches could be very influential 
in such decisions. In the following example, one doctor demonstrates the coach’s 
authority when discussing a consultation with injured athletes. S/he explained: "I 
think if you said on medical grounds that this person shouldn’t train and the coach 
said that they had to train then you would just have to say ‘fine’". 
 
Clinicians also described how, in some situations, coaches "sided" with the athletes 
which made it even more difficult for the clinician to gain compliance. One of the 
doctors described this situation in the following way: 
They [the coach] desperately want someone ... and then you just have to [put 
them in the team]. And often the other thing is the athlete is often desperate to 
get in [the team] too so you get it from both ends. 
 
To this end, clinicians described how they were always likely to involve the coach 
after the initial consultation had taken place with an athlete. Moreover, clinicians 
explained how they always encouraged athletes to discuss their injuries with their 
coach (even if the athlete was reluctant to do so) as clinicians felt that this was better 
for the athlete in the longer term. One physiotherapist said: 
We have had situations where athletes want situations to be confidential but 
normally if it is going to affect the performance you normally say to the 
athlete "look this is affecting the performance of the team, you have to discuss 
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this with the coach". And they do. We have never had a situation where they 
have refused to do that.  
 
A similar point was made by another physiotherapist:  
We will always discuss with athletes what they want to share. We have had 
some instances when we have been away where we have had confidential 
information about an athlete’s health but if it became detrimental to that 
athlete’s situation in that environment then we would have to consider 
discussing, but not divulging all of the information, but discussing the 
situation. 
 
These two examples demonstrate physiotherapists’ prioritisation of performance. 
Here it takes precedence over client confidentiality (Waddington, 2002). It is also 
worthy of note that these examples highlight how clinicians do not actually break 
confidentiality, but persuade athletes not to put them in a position where they feel 
compromised. These examples also reveal how physiotherapists see the coach as a 
central figure who should be informed about the athlete’s health. Clinicians’ 
rationales for involving coaches in medical decisions are a consequence of clinicians’ 
needs to be seen as effective in the context of Olympic sport. The current data reveal 
that clinicians were under pressure to be seen by coaches as "good" clinicians. Being 
regarded as a good clinician was usually assessed on whether or not the coaches felt 
they had made the "right" decisions about an athlete’s injury. If their advice was not 
regarded as effective, this had implications for how they were judged and respected.  
Some of them [coaches], because you are never going to be right all of the 
time but if you make a wrong call they will never forgive you for that. So that 
puts you under a lot of strain. 
 
The power of coaches and the influence they have for clinicians’ status in the sports 
context was also demonstrated in a discussion with one doctor who described his/her 
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experiences of starting out in sports medicine and how s/he felt s/he had gained the 
respect of the coach: 
One of the things that you need is to treat one of the good players early on. If 
they get better then it’s like ooooh, this guy knows what he is talking about. 
And you need that. You need to be able to, when you first start, to gain their 
respect and it’s as simple as that. If you can do that then you have less 
problems. If you do have some difficult cases early on then you’re flummoxed 
and you really have a great difficulty in gaining their respect. 
 
It would appear that the position of doctors and physiotherapists is dependent, to a 
greater or lesser extent, on the satisfaction of the client as athlete as well as the client 
as coach. In order to establish themselves in their workplace, clinicians demonstrated 
a commitment to the needs and demands of coaches even if this meant compromising 
their professional medical opinions and/or ethical conventions. 
 
Clinicians were also aware that athletes were required to consistently perform in order 
to receive funding from their national governing body of sport or another centralised 
funding system such as UK Sport. In order for athletes to meet this requirement, 
clinicians felt compelled to enable athletes to continue whilst injured. One doctor 
explained: 
As long as they [injuries] are not too painful the deal is that they usually 
compete and they don’t do all of the rehab they should but then in the off-
season they hit it really hard. You know that they are not getting ideal 
treatment but to be able to perform and get the funding for next time around - 
that is the issue.  
 
Clinicians’ awareness of funding considerations demonstrates that physiotherapists 
and doctors are influenced by the broader networks of relationships in which they are 
enmeshed both at the level of agency (such as face-face relationships with athletes 
and coaches) and within the broader structure of Olympic sport. 
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8.5. Decision making, informed choice and the impact on 
clinician autonomy 
 
In contrast to professional football, where information about athletes’ injuries were 
occasionally withheld from players, and the implications of certain procedures not 
fully discussed (see Waddington et al. 2000; Roderick, 2006), clinicians in Olympic 
sports took satisfaction in their belief that they had provided athletes with all of the 
relevant information about particular treatments so that athletes could make an 
informed choice about competing whilst injured. The evidence from interviews 
suggested that clinicians recognised athletes’ centrality in decision making about their 
bodies, that clinicians avoided taking complete responsibility for athletes’ longer-term 
health and allowed athletes to make final decisions about training and/or competing 
whilst injured and in pain. 
 
It would seem that for sports medicine clinicians, their only viable role in the 
treatment of pain and injury was as "wielders of advice" rather than as wielders of 
authority.  This is not to suggest that the clinician left the decision solely with the 
athlete. Rather, many argued that once they had provided all of the appropriate 
information to the patient, in effect, their job was complete. Waddington (2000) also 
makes this point in relation to the role of the club doctor in professional football. He 
contends: 
While players may return to play earlier than the doctor may feel is advisable, 
if the club doctor has provided the player with full information about any 
possible side effects of, for example, playing with pain-killing injections, as 
well as the possible long-term effects of playing with injury, then the doctor 
may legitimately feel that he (sic) has properly discharged his responsibilities 
to the player-as-patient (p. 69). 
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Clinicians in this study explained how it was very rare that they had prevented an 
athlete from competing when injured and this most often occurred when an injury was 
"clear cut" such as a broken leg. Clinicians often stated that their justifications for 
allowing athletes to make the final decisions about their medical treatment and 
whether or not they competed whilst injured was because they felt athletes should 
have ownership of their bodies. When discussing the ways in which this was 
managed, one physiotherapist described how making a decision for an athlete would 
be akin to robbing the athlete of their freedom: 
If the player really wanted to play and the coach really wants them to play and 
I have said if he plays this might happen [a more serious injury], he is playing 
a game with some responsibility and I don’t see or think anyone should rob 
themselves of the responsibility for their own body. I think we are all 
responsible for ourselves and I think it’s really important for them to take 
control. 
 
The belief that athletes should have ultimate responsibility over "risky" decisions was 
also evident in interviews with doctors. One doctor stated: 
In my view, adults must make their own decisions but they have got to have 
good information about the consequences so that they can decide whether they 
should risk the consequences or [not]. 
 
Another doctor provided a similar example: 
These guys have trained since kids and this is the biggest moment in their life 
and to say they can’t perform ... I think it’s very important as much as you can 
to get the athlete to make that decision. They will always want to [compete] 
but I think you have to put to them what the dangers are. 
 
The above examples demonstrate how clinicians recognise their limited scope of 
influence in the context of Olympic sport.  Rather than understanding clinicians as 
part of "conspiratorial" networks (Nixon, 1992) designed to cajole athletes into 
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accepting the culture of risk and playing/competing with injury, the evidence 
demonstrates clinicians’ personal need to remain useful and valid in their workplace 
which may best be achieved by allowing athletes to define and demand their own 
needs. In Friedson’s (1970) words, the clinician "is chosen on the basis of lay 
conception of what is needed, not by professional criteria" (p. 107). The notion that 
doctors and physiotherapists do not see themselves as autonomous in their workplace 
is demonstrated in their belief that the subjective desires of others are more significant 
and thus argue that any final decision concerning an athlete’s health is not in their 
jurisdiction. One way in which clinicians demonstrated this belief was in their 
communications with other health-care providers for support about particular 
decisions and in the documentation of their consultations with athletes. These 
methods were most often used when clinicians encountered difficult situations which 
compromised their professional medical opinion and were used to protect their 
credibility as clinicians. One doctor stated: 
If they insisted they were [competing] then I would write that advice down 
and I always do write proper notes and I would tell them [the athlete] that I 
had advised them not to continue and that they were going to continue 
nevertheless and just document it. 
 
Similarly, a physiotherapist explained: 
If I was really concerned I would probably get them to sign something to the 
effect that they fully understood the potential implications of doing something. 
 
 
Alongside the documentation of consultations with athletes, clinicians also described 
how they would discuss difficult situations with other doctors or physiotherapists for 
back-up and approval. One of the clearest examples of this was in a discussion with a 
doctor who was describing his/her (and his/her colleagues’) fear of being sued for 
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some of the "strange" things that had to be done whilst practising in sports medicine. 
S/he explained: 
We worry about being sued and all the rest of it but if you think "can I stand 
up and justify this in court and would a reasonable number of my peers 
support me?" and if they would then that’s fine.  
 
These examples illustrate that clinicians recognise their medical practice in Olympic 
sports is not straightforward and/or "normal", but structured by the specific context in 
which they practice. Clinicians also recognise that their working practices and, in 
particular, decisions regarding athletes’ injuries are constrained by the social 
relationships (e.g. with athletes, coaches, funding bodies) in which they are enmeshed. 
These data demonstrate that, in Olympic sports, and despite recent moves towards 
professionalisation (including the increasing standardisation of sports medicine, 
monopoly control over practice, establishment of a coherent professional identity), 
clinicians are relatively weak compared to athletes and coaches. Given their lack of 
autonomy relative to athletes and coaches, clinicians need to assert themselves in 
other ways so as to maintain their professional status and remain respected by their 
clients. Thus, doctors and physiotherapists choose to conform to the desires of more 
powerful agents in the Olympic sport figuration over their need to be seen as 
medically "correct" so as to gain social validation and security, uphold their identity 
as medical "experts" and ensure that their interdependent relationships with athletes 
and coaches continue. The illustration in these data that clinicians may sometimes 
prioritise self-esteem in their workplace over more orthodox medical concerns 
highlights the importance of interdependence to the understanding of human relations 
(see Malcolm, 2009).    
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The discussion thus far has demonstrated how sports medicine practitioners in 
Olympic sport act in ways that prioritise the short-term performance goals of athletes 
and that their decision to do so is constrained by a number of factors including; 
athletes’ interests on winning at the Olympics, pressures from coaching staff and 
funding considerations. The impact of an athlete-driven model of medical care and 
Olympic sport as a workplace and the consequences of such features on clinicians’ 
autonomy have also been explored. Essentially, these data illustrate that the networks 
of relationships in which doctors and physiotherapists are enmeshed influence the 
relative acceptance of athletes’ short-term performance goals over their longer-term 
health. The final part of this chapter seeks to explore the differences between 
physiotherapists and doctors’ views of health and performance and how these views 
may be shaped by their association with the physiotherapy and medical professions 
respectively.  
 
8.6. Doctors’ and physiotherapists’ views on performance versus 
health 
 
The current data indicate that the situational features of working in Olympic sport, 
coupled with the pressures from coaches and athletes, lead physicians to recognise 
that the kind of treatment they provide for patients in the sports context is, in some 
ways, different from their treatment as a GP or hospital practitioner. Despite 
recognising that their primary role in the treatment of athletes is to ensure the 
continuation of performance, a number of doctors also made reference to the 
importance of viewing the athlete’s longer-term health above such performance 
motivations. One doctor stated: 
As the doctor for an athlete you are the patient’s doctor, you are their advocate 
for health. It is your duty to provide them with as much knowledge as you are 
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able about their condition to allow them to make an informed choice as to 
what to do. I think it is very dangerous when, as a doctor, you end up working 
in effect for an organisation, a team, and those clear boundaries of duties of 
care become in any way blurred. I think that is poor medicine and poor 
practice.  
 
Recognising his/her medical position as compromised in the sports context, another 
doctor described the reservations s/he had for giving an athlete a local anaesthetic 
injection into the injured body part before an important event. Here s/he further draws 
a distinction between his/her everyday practice as a GP and his/her role in sports 
medicine. S/he said: "I had grave reservations about doing it but he came through it. 
There have been instances where you do things where you feel you probably wouldn’t 
otherwise". The justification for his/her decision to inject was associated with the 
importance of the event and the desires of the athlete. This is also evident in the 
following quote by an experienced sports medicine doctor who described the actions 
of one of his/her colleagues: 
One colleague injected on three occasions for [an injury] and it ended up that 
the athlete won a medal but couldn’t train for eleven months. Although the 
athlete would have thought the doctor had done the right thing because it is 
once every four years, undoubtedly, he would have normally rested that. And 
he probably had a [more serious injury] but they didn’t want to scan it because 
they didn’t want to know. 
 
The doctor in this extract clearly demonstrates the tensions between doctors’ 
commitment to the longer-term health of the patient-athlete and the constraints on 
him/her to allow the athlete to compete in a major event. Rather than being seen by 
the athlete (and possibly the coach) as responsible for denying the athlete his chance 
to be successful at the Olympics, the doctor chose not to find out the extent of the 
patient’s injury. The importance of competition also featured in the following doctor’s 
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rationale for stitching an athlete’s injury and allowing him to compete in an event 
without allowing the injury time to heal. Whilst justifying his/her actions in this way 
this doctor also expresses, on reflection, his/her discomfort with making this decision: 
I patched someone up knowing that I had done it, knowing that I was going to 
be at their next event and I would perhaps say "right, that’s an important 
event". And it was, it was an Olympic qualifier. So someone [competed] 24 
hours after having [a serious injury] and [had it] stitched up. It should never 
have been allowed (emphasis added). 
 
Whilst these examples highlight doctors’ concerns for athletes’ longer-term health, in 
every case, the doctors made decisions which erred on the side of performance. The 
constraints on sports medicine doctors to prioritise improvements in athletic 
performance over the relief of a patient’s suffering have led some academics to 
question the place of sports medicine in medicine per se. For example, McNamee and 
Edwards (2006) argue that doctors have a clear code of practice that is concerned with 
health promotion. They contend that "for a practice to fall within the class of medicine 
it is necessary that it possess the attribute of aiming to relieve suffering. This goal is a 
necessary condition of medical practice" (p. 104). In this regard, McNamee and 
Edwards (2006) argue that sports medicine incorporates acts which do not share the 
goal of medicine as traditionally understood, one such discrepancy being its 
"commitment to enhancing human performance" (p. 106) and thus claim that sports 
medicine is not medicine. These data illustrate that sports medicine practitioners are 
aware that the demands on their services are different and contradict some of the 
conventions of medical practice and thus parts of the ideology on which the 
professional status of medicine is based.  
 
The notion that doctors tend to err on the side of performance rather than being fully 
committed to athletes’ longer-term health may therefore emerge from their ideological 
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commitment to the pledges of the medical profession and not from their work in sport. 
That is to say, given their interdependence with the broader medical profession (as 
evidenced in the adoption of particular traits associated with medicine) and the 
associated assumption that doctors are the primary advocates for the health and well-
being of their patients, doctors perceive themselves as having a duty to talk about 
health issues. Moreover, the legitimacy of the medical profession is premised on 
ethical guidelines and a commitment to moral responsibility. To be seen as part of that 
broader profession, and to enjoy the associated status, sports medicine doctors are 
constrained to demonstrate those ethics in their practice. However, sports medicine 
doctors have demonstrated the difficulties in making the "right" moral and ethical 
choices given that what is "right" has a specific definition in the context of their work 
or, to use Friedson’s (1970) term, their "everyday work settings".  
  
Doctors’ claims to be cognisant of athletes’ health concerns may be a reflection of 
their need to establish their legitimacy through abiding by the conventions and 
traditions of medicine. As discussed in Chapter 7, the development of the sports and 
exercise medicine speciality is dependent, to a greater or lesser extent, on the 
continuing authority of traditional medicine. Whilst sport and exercise medicine has 
successfully established itself as a speciality, established medical bodies maintain 
some control over the role and format of this subsidiary medical "profession". Whilst 
sport and exercise medicine physicians recognise their role in Olympic sport as 
different to "orthodox medicine", there is an implicit acknowledgement that their 
work is only going to be seen as legitimate if what they do is seen to abide by the 
broader conventions of the medical profession.  
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Interviews with physiotherapists on the other hand reveal that they were less 
constrained by health concerns, and primarily motivated by performance orientations. 
In the interviews, physiotherapists were more likely to discuss their involvement in 
the performance outcomes of athletes than were their doctor counterparts. For 
example, one physiotherapist described how s/he felt s/he had a vital role in the 
performance success of the British Olympic team. S/he described his/her work thus: 
"our mission is mission 2012. Gold medals and we want to be fourth on the medal 
table". Indeed, the majority of physiotherapists described how their motivations for 
being involved in sports physiotherapy revolved around being part of an elite sporting 
network. This emphasis on being a part of the team was also expressed by an 
interviewee who described his/her motivations for being a sports physiotherapist thus: 
To be involved at that sort of level is something that you think yeah, I would 
really like to be involved in that. I love the competition element, I love the 
whole team aspect, the team approach, team bonding if you like. You’re part 
of the team when they win medals ... and just to be part of that, that is the 
reward. 
 
The perception of physiotherapists that they were working alongside Britain’s 
Olympic sporting elite also had implications for the way in which they identified with 
their profession. The data reveal that physiotherapists believe their work in Olympic 
sports, like those in elite rugby (Malcolm and Sheard, 2002), places them at the 
"cutting edge" of the physiotherapy profession. Data revealed that sports 
physiotherapists believed that their job required practitioners with particular 
personality characteristics. In the following example, a physiotherapist distinguishes 
between successful and unsuccessful sports physiotherapists in terms of the 
personality traits s/he considers to be central to this area of practice: 
We have cases of people who are very good technically, very good clinically 
but don’t fit into an elite sporting environment because they simply don’t have 
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the competencies in terms of the communication skills, the ability to take the 
right information at the right time and make the right decisions. 
 
However, the belief that they are at the cutting edge of their profession was most 
clearly expressed by physiotherapists when they compared their work in Olympic 
sport to their previous positions in the National Health Service or when they 
compared themselves to others who worked outside of Olympic sport. The majority of 
physiotherapists interviewed believed that one of the main distinctions between 
themselves and physiotherapists working in the NHS was in terms of the quality of 
care that they provided to their athlete-patients and, in particular, the time they spent 
with them on treatment. This contrasts to Waddington’s (2002) research in 
professional football where he argued that the quality of treatment provided by 
football club doctors and physiotherapists was compromised because they were 
primarily employed through a sports, and not a health-care, context. Talking about the 
NHS, one physiotherapist made the following comment: 
The main focus is on their waiting lists. It’s all about getting their waiting lists 
down. So, it’s the amount of people through the door and the amount of people 
through the door at the other end. They are not concerned about getting people 
better generally, they are concerned about getting people through the door and 
off the waiting list whereas here, what we are concerned about more so is 
actually, no matter what is happening, we want to get people better. I think, to 
a large extent, sometimes that approach with the NHS is damaging to 
physiotherapy because there are plenty of people that can give out exercises 
and say [to a patient] you will get better, go away. Whereas here, we are very 
hands on and we will have people back as many times as needed to get them 
better. 
 
Not only was sports physiotherapy seen as providing a better level of care, it was also 
seen as more advanced in terms of techniques and aims. For example, when 
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describing the selection processes and criteria for a physiotherapy post at the Olympic 
Games, one physiotherapist stated: 
They are looking for people who are looking to develop themselves all of the 
time so if someone has literally just turned up for work at an NHS clinic 
everyday and have not really done anything to extend themselves they 
probably wouldn’t be the sort of people they were looking for in sport. 
 
Similarly, in the following extract another interviewee explicitly refers to sports 
physiotherapy as being more involved and more advanced than in the NHS: 
We are very much part of a big team here rather than in the NHS where 
physiotherapy is just physiotherapy. Within the NHS you get them [the 
patient] so far whereas here we will continue until they are back to 110% 
training again and competing (emphasis added). 
 
Taken together, these examples highlight physiotherapists’ beliefs that their work in 
Olympic sport is at the peak of their profession. Data also suggest that 
physiotherapists’ beliefs that they are at the peak of their profession is matched by 
greater autonomy over their practice and also, the freedom from/relatively equal status 
with, medical practitioners (this is discussed in more detail in Chapter 9). This 
arguably greater freedom over their clinical practice is expressed in the following 
extract when the interviewee explains the characteristics of his/her practice as a sports 
physiotherapist and the practices of physiotherapists who may have an interest in 
sport but have limited experience and expertise:  
I think a sports physiotherapist has an appreciation of the big picture. They 
understand the nature of what it is to be an athlete. They understand the 
concepts of time constraints and they understand that [they] need to push the 
boundaries because [they] need to get them better in the shortest possible time. 
A physiotherapist who is interested in sport will follow slightly more 
traditional, probably slightly more conservative routes where you do things 
according to the book. You know, you’re not allowed to stretch until it is pain 
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free for ten days post muscle tear. Well, if you had said that to an athlete you 
would be out on your ear and you would just not survive as a sports 
physiotherapist (emphasis added). 
 
From these data, it could be argued that sports physiotherapy has a less clear code of 
practice regarding helping patients to be "healthy" and this allows them greater 
freedom and autonomy over their practice and the capacity to more fully embrace the 
performance motivations and demands of their "customers" than their doctor 
counterparts. For example, the missions and aims of the Association of Chartered 
Physiotherapists in Sports Medicine (ACPSM) do not make any reference to the 
longer-term health of athletes but are primarily concerned with providing "a specialist 
service to meet the needs of athletes, coaches, officials and parents".20 By way of 
contrast doctors, who in part are enabled by the legitimacy and status from their 
association with the "traits" the medical profession claims for itself, are also 
constrained by their need to conform to a more explicit code of practice. As a result of 
their relatively lower occupational status, sports physiotherapists may be able to be 
more flexible in their practice, and thus more able to directly serve the needs of their 
sporting clients. 
 
                                            
20 The ACPSM lists a further four missions: 1) to improve the techniques and facilities available for the 
prevention and treatment of sports injuries, 2) to inform all interested individuals and bodies of the 
existence, skills and availability of chartered and HPC registered physiotherapists, 3) to encourage the 
development and publication of research in the field of sports physiotherapy in the UK and abroad and 
4) to encourage continuing specialist education of the membership.  
www.associationsdirectory.org/Directory/Sports_&_Fitness/Sport_Physiotherapy/2983/ACPSM/  
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The working practices of doctors and physiotherapists discussed in Chapter 6 may 
also explain the clearer association of physiotherapists with performance goals. For 
instance, these data indicate that physiotherapists were more likely to be employed 
full-time in sports medicine, were more likely to work a greater number of hours than 
doctors and were more likely to regard their work in Olympic sport (or sports 
physiotherapy more generally) as their primary source of employment. None of the 
physiotherapists interviewed were currently employed in the NHS. This has obvious 
implications for the relative integration of physiotherapists and doctors into Olympic 
sport and further contributes to the contention that physiotherapists are at the 
"frontline" of athlete health-care. The fact that physiotherapists provide the majority 
of health-care to Olympic athletes allows them greater integration into the Olympic 
sports context and may also be a reason for them to more readily accept and 
internalise the role of the performance culture of Olympic sport.  
 
8.7. Summary 
 
This chapter has discussed the tensions that doctors and physiotherapists experience 
in relation to health and performance and has outlined the justifications for their 
practice priorities. Data reveal that the demands and needs of their athlete and coach 
clients are fundamental to clinicians’ focus on short-term performance goals. As a 
consequence of their attempts to be seen by these clients as professional people (one 
aspect of professionalisation), clinicians are constrained to modify their practices to 
remain useful and valid in their work setting. In this regard, the chapter has explored 
how the centrality of the consumer in this practising context has impacted upon 
clinician autonomy. Moreover, this chapter has highlighted how broader structural 
issues such as clinicians’ membership of their broader professions has enabled and 
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constrained their position in the health-performance nexus.  Despite attempts to create 
a professional sports medicine identity, the fragmentation within this group (as 
highlighted in Chapters 6 and 7) has meant that there remains uncertainty about this 
position and clinicians remain, to a greater or lesser extent, dependent on their broader 
professional bodies for status and validation.   
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Chapter - 9. Clinician/Clinician Relations 
 
9.1. Introduction 
 
Previous analyses of the social organisation of health-care professions have provided 
valuable insight into the professional dominance of doctors and their success in 
subordinating other practicing health professions in order to achieve monopoly over 
health-care. For doctors, this involved campaigns to control and supervise the health-
care practices of "paramedical" groups such as physiotherapy, which they perceived 
as competition to their dominant status (Larkin, 1983). The success of the medical 
profession in controlling these alternative occupations in the nineteenth and early 
twentieth centuries meant that paramedical occupations have traditionally been 
characterised by relatively low amounts of professional autonomy. However, more 
recent research on health-care professions has examined the shifting relationships 
between doctors and paramedical groups, partly as a reflection of the growing 
numbers of specialist health-care practitioners including nursing, chiropractic, 
physiotherapy, homeopathic therapy and massage and their claims for expertise in 
particular areas of practice. Rather than viewing the social organisation of these 
groups as doctor-controlled, a number of authors have examined the challenges such 
occupations pose to medicine’s conventional dominance (Gabe, Kelleher and 
Williams, 1994; Carmel, 2006; Sanders and Harrison, 2008). Dominant themes in this 
literature have been the use of strategies to legitimise the occupational boundaries and 
expertise of paramedical groups (Norris, 2001; Sanders and Harrison, 2008) as well as 
movements towards convergence and incorporation exemplified by a commitment to 
team or practice specific as opposed to occupational allegiance (Carmel, 2006). 
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In the sociology of sport, analyses of inter-professional relations have been concerned 
with practitioners’ claims to autonomy and, related to this, negotiations of 
professional work boundaries (Safai, 2005; Malcolm, 2006b; Theberge, 2007, 2009a, 
2009b). Safai (2005) has examined the consequences for inter-professional 
relationships that arise from occupational groups increasingly laying claim to 
expertise within an organisational context (the SMSCC). Theberge (2009a), drawing 
on the work of Abbott (1988), focuses on the practice context and contends that sports 
medicine is characterised by a lack of clear work boundaries between the professions 
which has created challenges for professions attempting to establish jurisdiction over 
practice. Moreover, Theberge (2009b) argues that the blurring of professional 
boundaries coupled with the organisation of sports medicine in different contexts has 
created a reconfiguration of professional identities and jurisdictions. Drawing upon 
research of doctor-physiotherapist relations in particular, recent analyses contend that 
in comparison to doctors’ traditional status as "autonomous and self-directing" 
(Friedson, 1970: xvii), physiotherapists are often promoted to relatively influential 
roles within medical practice. For example, in his research on the status and power of 
sports physicians relative to sports physiotherapists, Malcolm (2006b) argues that 
"physiotherapists do not assist doctors but in many cases display considerable 
autonomy" (p. 388). Data relating to the sports medicine provision for British 
Olympic athletes also support these claims. That is to say, in contrast to traditional 
organisations of health-care where physiotherapists are subservient to doctors, the 
current data indicate that sports physiotherapists enjoy a significant degree of 
independence from doctors, and that doctors recognise physiotherapists as the main 
providers of athlete care and thus in possession of relative autonomy.  
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Drawing upon research from sports medicine and broader health-care contexts, this 
chapter seeks to locate the current findings within the literature on inter-professional 
relations. First, the chapter examines how attempts to professionalise sports medicine 
have altered the working relationships between doctors and physiotherapists. That is 
to say, in British Olympic sport, doctors and physiotherapists are largely cooperative, 
supportive and non-competitive and are committed to creating an established SEM 
identity. This is exemplified by clinicians’ commitment to the multi-disciplinary 
sports medicine team rather than practicing in their respective professional groups. 
Second, the chapter explores the blurred practice boundaries between doctors and 
physiotherapists and the apparent semi-permeability of conventional medical roles by 
physiotherapists. The greater autonomy that physiotherapists are awarded in certain 
practising contexts and the consequences of this will also be explored. Crucially, data 
reveal that one consequence of creating a core SEM identity centred on client-
motivations (see Chapter 8) is that physiotherapists’ greater performance motivations 
allow them dominance over doctors. Finally, the chapter seeks to explain the 
importance of the role played by physiotherapists in British Olympic sport and 
explores three areas of their work which may account for physiotherapists’ expanded 
jurisdiction over medical practice. Focussing in particular on the time commitment of 
physiotherapists relative to doctors, this discussion examines physiotherapists’ role in 
the prehabilitation or prevention of injury as well as their holistic approach to health-
care which allow physiotherapists to generate trusting relationships with athletes. 
Finally, this discussion returns to the motivations of physiotherapists towards 
consumer-focussed, performance-centred health-care and the impact this has on their 
autonomy over practice.  
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9.2. Inter-professional relations 
 
For the most part, doctors and physiotherapists in British Olympic sport were 
committed to health-care practice based on cooperation and incorporation. For 
clinicians in this practising context, it was more important to enhance the status of 
multidisciplinary care by forging a team identity rather than identities based on a 
hierarchy of occupations. Whilst a commitment to team orientated practice was an 
overall feature of clinician relations, data also reveal an undercurrent of resentment of 
doctors’ power by physiotherapists. This was largely demonstrated in doctors’ ability 
to access various medical networks such as surgeons and specialist consultants and 
the need for physiotherapists to refer athletes to doctors for particular medical 
treatments.    
 
Doctors and physiotherapists working in British Olympic sport largely described their 
relationships as supportive and cooperative. In many cases, this was often a reflection 
of the team environment in which they worked and the similarities in their 
philosophies of practice. Responses included: "we have a very good working 
relationship ... we trust each other" (physiotherapist); "it’s a very, very good team ... 
we share very similar philosophies" (doctor); "you rarely have conflict" 
(physiotherapist) and "you’re both with the same team, you’re wearing the same 
tracksuit, you have got the same purpose" (physiotherapist). In contrast to the more 
conventional arrangement whereby physiotherapists work under the supervision of 
more senior staff such as doctors, it was clear that both doctors and physiotherapists 
were committed to providing athletes with support that was focussed on inclusivity 
and where clinicians recognised their own and each others’ expertise. The following 
response from a doctor provided a clear example of this allegiance: 
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We work very closely with physiotherapists ... I think it’s very important to 
have a pretty free and open dialogue there for the good of the [athlete]. So I 
think doctors have to be a little bit careful of being holier than thou and think 
they can operate from their ivory tower. If you do that you will just 
disenfranchise everybody and end up not helping the athlete and that’s not 
good. 
 
Also reflecting on the importance of a team focus, another doctor stated: 
The whole thing about sports medicine is that it’s a big multi-disciplinary bit 
and everyone has some input to put in. I mean, maybe the psychologist knows 
that person [athlete] much better than I do so you should be inclusive rather 
than exclusive. 
 
These data are similar to the findings of Carmel (2006) in his analysis of nurse-doctor 
relations in English Intensive Care Unit’s (ICUs). For example, Carmel (2006) argues 
that in situ relationships between doctors and nurses are focussed on a mutual respect 
which he argues is "germane to an organisational allegiance between medicine and 
nursing in intensive care" (p. 155).  As indicated in the above extracts, doctors and 
physiotherapists in British Olympic sport similarly demonstrated their unified 
commitment to Sport and Exercise Medicine (SEM) rather than their separate 
professional identities.  
 
The collaboration of doctors and physiotherapists in British Olympic sport may be a 
reflection of the structural arrangements of their working practices, for example, the 
notion that many clinicians work within umbrella organisations such as the EIS. 
Given the close physical proximity of these clinicians, this environment may compel 
practitioners into cooperative practice.21 The impact of their working context was 
described by one doctor as a central reason for the good working relationships of 
                                            
21 Whilst collaborative performance was most explicit within the EIS, other national governing body 
clinicians experienced similar collaborations. Thus, collaboration is likely to be a reflection of the 
organisation of particular sports rather than EIS specific.  
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sports medicine practitioners. S/he said: "because you see them all of the time, it is 
kind of a team environment". Similarly, a physiotherapist reflected positively on the 
support s/he receives in his/her multi-disciplinary workplace: "we are very much 
about a team effort. We wouldn’t be making decisions as physiotherapists on our own 
we will be making decisions in conjunction with the doctor, the strength and 
conditioning coach, the coach at least, if not others".  
 
Aspects of multi-disciplinary, team orientated practice are also evident in Theberge’s 
(2009b) analysis of health-care practices at Major Canadian games. For example, 
Theberge contends that the working relations between physicians and physiotherapists 
were "collegial and respectful" (p. 58). Theberge also argues that Canadian sports 
medicine clinicians designate tasks to the most appropriate health-care practitioner. 
This demonstrates that clinicians in this context are aware and appreciative of the 
relative expertise of different health-care occupations so as to ensure the athletes’ best 
interests are met. In the British context, clinicians also demonstrated relative clarity 
concerning the differential expertise of physicians and physiotherapists. In short, 
clinicians believed that doctors were primarily responsible for prescribing medicine as 
well as making final diagnoses. Physiotherapists were largely responsible for the 
longer-term treatment of athletes such as injury prevention and injury rehabilitation 
programmes. It appeared that clinicians in this context were happy with their 
respective roles and believed that this worked well in practice. The following two 
extracts from interviews with physiotherapists demonstrate this clarity of doctor and 
physiotherapist role segregation:  
They [doctors] lead on the medical side. So if it was a case of injecting, giving 
drugs, that sort of thing then yes, they rule. But if it was a rehabilitation thing 
then I think we lead. So if they said "is he ready to run yet?" and we said "no" 
they are not going to say "well I’m going to make them run". The doctor’s 
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never going to do that. But if we went to them and said "the players don’t 
seem to be going quite right here, do you think you could inject it?" and they 
might say "no, that’s not actually the right thing to do". So it’s a case of they 
are leading in their area and we are in ours. 
 
Reflecting upon a clinical example, the following physiotherapist made a similar 
distinction between the physiotherapist and doctor role. S/he said: 
If a doctor comes in and an athlete comes in with an Achilles tendon acute 
problem and the doctor says "I’ll give you three sets of fifteen heel drops". Ok, 
the doctor can do that but he’s not in the best position to do that. He is 
probably better off getting the physiotherapist and the fitness coach to start to 
integrate a programme along with all of their training and so on. So it’s about 
saying to the doc, "no, that’s not your role". And equally the physiotherapist, 
"it’s not your role to make the diagnosis in terms of that final diagnosis". 
 
Attempts to professionalise this practising speciality was one explanation for 
clinicians’ commitment to multi-disciplinary organisation given sport medicine’s 
current lack of a coherent professional identity as a result of its emerging structure 
(see Malcolm, 2006b). That is to say, in contrast to conventional medicine’s status as 
"autonomous and self-directing" (Freidson, 1970: xvii), sports medicine is 
characteristic of a profession largely "underdeveloped". One indication of this is the 
multiple definitions of what sports medicine is and how it is to be used (see Chapter 
7) as well as the various practitioners considered to be involved in this area of 
practice. For example, Evarts (1990) identifies orthopaedics, nutrition, epidemiology, 
sport safety and sports physiology as part of the skill set of sports medicine 
specialists. Within the EIS, practitioners including soft tissue therapists, 
psychologists, biomechanists and strength and conditioning coaches are also featured 
in sports medicine teams. The flexibility of the sports medicine definition may lead 
some sports medicine clinicians to be more open to multi-disciplinary practice than 
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their counterparts in conventional medical contexts in order to develop some sense of 
professional identity that they lack as stand alone professions in sport. Moreover, as 
indicated in Chapter 8, sports medicine clinicians are largely motivated towards 
athlete-centred care focussed on short-term performance rather than longer-term 
health goals. The commitment to performance-driven practice is likely to encourage 
doctors and physiotherapists to strive towards athlete needs rather than their needs to 
establish boundary segregation and autonomy over particular areas of work. 
 
As well as working collaboratively, doctors in the current study remarked on the 
significance of physiotherapists in the sports medicine team and, perhaps most 
interestingly, how they felt they could learn from them. When asked about his/her 
relationship with the physiotherapist in his/her sport, one doctor responded: "because 
I work with an excellent physiotherapist, often I’ll spend time watching him anyway 
because he is just so good so he is an education. So I nick as much as I can from him". 
When referring to the typical working practices alongside paramedical staff including 
physiotherapists, another doctor commented: "sometimes it’s enough to make you 
think about it and that’s another good thing with having trainees and physiotherapists 
sitting with you ... because they will challenge you". Indeed, so central were 
physiotherapists to the sports medicine context that one doctor stated "in a way you 
kind of get a bit de-skilled".  
 
The majority of discussions about physiotherapists and their importance in this 
practising context were concerned with their full-time commitment to athlete-care 
and, as a result, the relationships that they established with their athlete-clients. One 
doctor stated:  
The physiotherapists will know an awful lot more about what is going on with 
athletes because they have the opportunity to be out there seeing what is going 
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on and they get talked to a lot more so you have to kind of have them in and 
give them respect and work with them closely. 
 
Another doctor provided a similar comment about the importance of time. S/he said: 
"I’m the lead medical person but the thing is the physiotherapist[s] is full time and 
I’m not so they are the ones that will be there seeing the players everyday". 
 
The importance of committing time to athletes was also highlighted by the 
physiotherapists themselves, usually when attempting to explain their usual duties in 
this practicing context. For example, one physiotherapist said: 
The doctor will come in and help with the diagnosis but as far as treatment 
goes, spending time with the athlete is central and so the physiotherapist tends 
to spend a lot more time with the athlete. Obviously doctors have to be 
involved in terms of prescribing things and they are [the only ones] able to do 
those things so that’s their role. 
 
Rather than posing a challenge to medicine and medical knowledge, these data 
highlight how physiotherapists emphasise a different, but in their eyes equally 
important, way of acquiring knowledge which is a result of their time commitment to 
athletes.  The impact of this time commitment on physiotherapists’ ability to claim 
autonomy over practice will be discussed in the final section of this chapter. However 
in sum, it is clear that both physiotherapists and doctors believe spending time with 
athletes is one of the most important jobs of a sports medicine clinician and this was 
one reason why physiotherapists were acclaimed by doctors. As indicated in the 
previous extract, time-commitment was also an important feature of physiotherapists’ 
integration into the sports medicine team ("spending time with the athlete is central") 
and physiotherapists were particularly proud of this aspect of their work, so much so 
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that some physiotherapists described how they had become "completely immersed" in 
their practising environment.  
 
Despite their time commitment and the relatively high valuation doctors placed on 
other aspects of their work, interviews with physiotherapists indicated some 
discontent about their relative status. First, some physiotherapists reflected upon client 
and colleague assumptions that doctors remained in positions of authority despite the 
full-time commitment of physiotherapists to athlete needs and, related to this, their 
belief that physiotherapists often knew athletes’ injury problems in greater depth. 
Comparing the work of doctors and physiotherapists, one physiotherapist said: 
I think they [doctors] are a bit more, well aloof. I suppose they [athletes and 
others involved in sports medicine] look at a doctor as anybody would look at 
a doctor – they are God in a lot of people’s eyes aren’t they. Whereas with the 
physiotherapists, you’re constantly with them. The doctor might come in for a 
time and go away again but you spend time with them. 
 
Also reflecting on the importance of their time commitment relative to doctors, the 
following physiotherapist expressed a particular irritation about the automatic 
acceptance of a doctor’s medical opinion. S/he said:  
They just don’t have the time. Nor the knowledge, to a large degree, of the 
specified, specific knowledge of what is going on at various joints. So they 
have got five or ten minutes to assess someone and then they have to come up 
with a diagnosis. Mostly, they have no idea what is going on so they will 
chuck someone off to a physiotherapist and they will say it’s this, that and the 
other and it is nothing like that at all. 
 
Whilst spending time with athletes is central for this physiotherapist, s/he also alludes 
to the relative merits of doctors’ diagnostic responsibilities compared with 
physiotherapists’ roles in working through injuries longer-term. For this interviewee, 
 246
the limited amount of time that doctors can spend with athletes has consequences for 
the accuracy of their diagnoses. This interviewee also claimed that doctors lack the 
sports specific knowledge needed to fully understand athletes’ injury problems. For 
this physiotherapist, working through injuries allows physiotherapists to make 
detailed observations of athletes’ injuries which allow them to make more precise 
diagnoses as well as more successful treatment programmes. However, in 
emphasising doctors’ lack of time as well as their lack of sports-specific knowledge, 
this physiotherapist alluded to a qualitative difference in practice. Not having the time 
is largely a feature of organisation and therefore does not necessarily challenge 
doctors’ status. However, to question the knowledge of doctors is a more fundamental 
challenge and is an indication of physiotherapists’ belief that their knowledge is, in 
some ways, superior.  
 
Some physiotherapists described how the status afforded to doctors was sometimes a 
reflection of the relative certainty of particular types of knowledge. When comparing 
the knowledge and practices of physiotherapists and doctors, the following 
interviewee outlines the tensions between the more experimental practices of 
physiotherapists and the medical practices of doctors which are more likely to be 
"proven": 
I suppose there are always going to be tensions in any working environment 
you know. There are always going to be differences in opinion and, in the 
medical world, there are differences in opinion. It’s as simple as that. There 
are things that are proven you know, you get your MRI scan and you can see 
that beyond reasonable doubt, but there still might be question marks over 
someone who might want to take something down one route of rehab and 
someone who wants to take it down another route of rehab. 
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In addition, a number of physiotherapists described how conflicts had arisen from the 
relative motivation of clinicians to the short-term performance or longer-term health 
goals of Olympic athletes (see also Chapter 8). The following physiotherapist alluded 
to the problems s/he had encountered with a doctor who did not share the philosophy 
of performance driven athlete care:  
We [the doctor and I] had some problems when we were moving from an 
amateur status to a more professional outlook on things. They were 
contracting the local GPs to come over and cover and she was into 
homeopathic type things that didn’t fit as well and she had general 
disagreements about how we managed players. (emphasis added) 
 
On the whole, physiotherapists occasionally felt undervalued for the time and effort 
they put into athlete care. Related to this, physiotherapists considered doctors to be 
more superior in the sports medicine network primarily due to their ability to access 
information from other experts such as consultants and surgeons and their ability to 
arrange further investigative procedures such as MRI scans. Physiotherapists’ 
understanding that doctors were their means into enhanced athlete care also affected 
their inter-professional relationships. For example, one physiotherapist described how 
s/he had to maintain a good working relationship with the doctor as s/he believed 
doctors were the only route into other medical networks. Describing doctors’ 
networks of relations s/he stated: "well, they are always the important ones to keep 
together ... you know they are the ones that would be doing your MRIs, they’re the 
ones who will be referring to consultant opinions". Similarly, when complaining 
about the employment of a doctor in his/her sport despite having very little sports 
specific knowledge, another physiotherapist explained how s/he had to justify being 
friendly with this doctor because "[the doctor] has brought in some things and [the 
doctor] can access more things". For some physiotherapists, their limited access to 
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additional medical networks relative to doctors led them to believe that their work had 
"to be in the background". Another physiotherapist described how s/he felt 
undermined by the doctor in his/her sport. However, in this particular example, the 
physiotherapist explains how his/her weakened expertise was a reflection of his/her 
lower status relative to EIS clinicians (see Chapter 7)  
Because the doctor we are working with is EIS he asked the physiotherapists 
at the EIS to do a statistical analysis on the injuries in [my sport]. I thought 
"why didn’t he ask me because I have got all of that data in my books and I 
have got every injury logged"... I would have thought he would have come to 
me. 
 
There were other examples in the current data that also emphasised physiotherapists’ 
feelings that they were undervalued. Describing his/her experiences of being 
appointed to a job and being paid less than what was advertised as a result of changes 
to the management structure in the EIS, one physiotherapist stated: "[the boss] was 
saying on his way out that I should be qualified for a pay rise and then [someone new] 
came in and said ‘oh well that wasn’t what I was told’ so it kind of got a little bit 
messy ... they didn’t want to change my salary even though I had applied for a job and 
[had] been interviewed for it". In another example, a physiotherapist describes how 
s/he felt undervalued as a consequence of physiotherapy’s association with 
volunteerism and generally lower pay than other medical practitioners. S/he asserted: 
Sports teams take advantage of people because they know they can get 
someone to do it and pay them very little so that’s what they will do and there 
will be someone who is willing to do it. I think that is the tradition and people 
know that is the tradition. 
 
Also explaining the so-called association of physiotherapy with lower status by 
describing how senior management justified his/her remuneration in Olympic sport, 
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another physiotherapist highlighted: "to justify it by saying it’s a privilege – I really 
don’t think it is". 
 
The preceding discussion has explored the general inter-professional relations 
between doctors and physiotherapists and the notion that doctors and physiotherapists 
are dedicated to, and motivated by their involvement in, multi-disciplinary team-
orientated practice. This discussion has also highlighted two potential explanations for 
clinicians’ commitment to sport and exercise medicine (SEM) incorporation rather 
than seeking to establish their occupational identity. The first of these is the lack of a 
coherent professional identity that sports medicine clinicians have as a consequence 
of this relatively new practising speciality (see Chapter 7). Second is the motivation of 
clinicians towards consumer-focussed, performance-orientated practice (see Chapter 
8) whereby the needs and interests of athletes outweigh clinicians’ need to establish 
practitioner hierarchy. Thus, attempts to professionalise sports medicine have 
impacted upon the social organisation of medicine into a cooperative, inclusive area 
of practice which has had implications for the conventional hierarchy between doctors 
and physiotherapists.  
 
Data also indicate that, whilst the majority of clinicians were generally positive about 
inter-professional relations, a number of physiotherapists resented the fact that doctors 
were still regarded as the leading practitioners in sports medicine primarily because of 
their access into broader medical networks. Concerns about their lower status relative 
to doctors may be a reflection of the legacy of doctor-physiotherapy relations at large 
given that all physiotherapists involved in the current study had been previously 
employed in the NHS and had experienced the supervision of their activities by 
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doctors. Data reveal, however, that the status of physiotherapists relative to doctors is 
dependent upon their context of practice. It is to this that I now turn.  
 
9.3. Blurred professional boundaries 
 
During most of their working practice, physiotherapists are highly dependent on 
doctors for access to further investigative procedures, a crucial part of ensuring 
athletes are fit at the right times. However, when treating athletes away from home at 
events such as the Olympics, the relative authority of doctors and physiotherapists 
shifts towards the latter. In this regard, the following discussion is a good illustration 
of how "everyday work settings" (Friedson, 1970) are central to practitioners claims 
to autonomy. For example, central to Friedson’s (1970) analysis is the greater 
influence of practitioners’ work settings, relative to their prior formal training, on 
clinical practice.  He argues: 
People are constantly responding to the organised pressures of the situations 
they are in at any particular time, that what they are is not completely but more 
their present than their past, and what they do is more an outcome of the 
pressures of the situation they are in than of what they have earlier 
"internalised" (p. 90) (emphasis in original). 
 
Data indicate that physiotherapists working in British Olympic sport also react to the 
demands of particular situations and the needs of their clients rather than confining 
their work to their official or more commonly recognised areas of expertise. For 
example, demands on physiotherapists which often fall out of their practice domain 
cause them to behave and, in some ways, cope in particular ways regardless of their 
education or personal qualities.  
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In general, physiotherapists are more likely than doctors to travel with athletes to 
international events such as the Olympics. Interviewees described this as being largely 
dependent on two factors: first, a cost concern whereby teams on a particular budget 
have to choose between medical staff and second, the expectation that the majority of 
injury problems are likely to be musculoskeletal in nature. The need for being cost 
effective as well as responsive to the regular treatment of musculoskeletal issues 
places physiotherapists’ work at a premium. Moreover, the greater orientation of 
physiotherapists towards performance rather than health affords this group more 
influence in the context of competition (see Chapter 8). Data indicate that, where the 
"work setting" is a tournament or competition, physiotherapists have an even greater 
influence over practice and are responsible for a larger number of medical and non-
medical duties whilst doctors’ roles and autonomy over practice diminish. 
 
A number of physiotherapists described instances when their responsibilities 
expanded beyond their normal practice when travelling with athletes to events such as 
the Olympics. At such times physiotherapists were often required to contribute in 
particularly varied ways. The following extract highlights how this physiotherapist’s 
central role in athlete care was not solely concerned with medical issues but any other 
issues where athletes needed support. She stated: "well I was mum to twenty four 
wasn’t I! Whatever the problems were they would come to you because you are their 
centre-figure, whether it’s medical or not". When asked to describe if they had been 
involved in roles outside of physiotherapy treatment, another physiotherapist said: 
Sometimes my job is to carry the bags and [other equipment] into the hotel. To 
wash the floor, to organise. My last job away was to organise the breakfasts, 
communicate with the girls on the desk at reception about what we were 
having for breakfast. 
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One interviewee described how being the physiotherapist at competitions meant that 
she "would be doing extra jobs like getting food and drinks and you know, jobs that 
are not necessarily physiotherapy related but you would be doing that as well". 
Similarly, another physiotherapist described a number of examples where she had 
"often end[ed] up having to drive one of the vehicles ... you help them load the bus ... 
you are very much one of the team".  
 
Clinician involvement in non-medical, supportive roles also features in Malcolm’s 
(2006b) and Theberge’s (2009b) analyses. For example, Theberge (2009b) provides 
one example from Canadian international sport where a doctor assisted with the 
collection and analysis of game statistics and, in English elite rugby union, Malcolm 
(2006b) explains how he arrived at one rugby club for an interview with a doctor to 
find him sweeping out the changing rooms. Malcolm (2006b) in particular emphasises 
how such roles are considered to be an inversion of the status doctors are normally 
afforded in medical contexts. Whilst the current data found little evidence for doctors’ 
involvement in non-medical tasks (a reflection, perhaps, of their reduced involvement 
at international events but possibly also of their perception of themselves as relatively 
"professionalised"), the types of non-medical roles physiotherapists engage in may 
also be interpreted as an inversion of their status as medical practitioners. Moreover, 
given that these roles were for the most part caring, motherly and facilitative in nature 
and traditionally associated with "women’s work", it is also possible that female 
physiotherapists were assigned particular jobs because of their gender. Despite this 
possibility, the physiotherapists in the current study regarded these additional duties 
as a reflection of their involvement in a larger team community striving to maximise 
performance and saw themselves as integral to the smooth running of the entire sports 
team. Ironically, the duties they undertake do not provide them with any particular 
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status and are merely general support. Physiotherapists’ willingness to engage with 
duties such as organising refreshments is an indication of the importance of belonging 
rather than maintaining an occupational boundary such as that between medical and 
non medical personnel. The importance of establishing and maintaining an identity as 
a member of the broader sports team is similar to Malcolm’s (2009) contention that 
sports clinicians sometimes prioritise self-respect or tolerate compromised medical 
diagnoses in order to maintain their medical self within the elite rugby club figuration. 
Like Malcolm’s (2009) findings, the current data highlight the importance of 
interdependencies which "encompass the broader constituencies from which people 
draw occupational status and emotional support, and thus draw aspects of their 
identity" (p. 207).  
 
Whilst involvement in non-medical tasks was a feature of physiotherapists’ work, 
these duties were less prominent than the expanded medical duties they were expected 
to perform at international events in the absence of a team doctor. Discussing the 
medical team at such events, one physiotherapist stated: "the majority of the time you 
tend to be the only medical person there". Similarly, when describing enhanced 
responsibilities at international competition, another physiotherapist said: "normally 
when we go on trips we have never had enough money to send a doctor so I have just 
kind of, I have to do everything. I’m the doctor, I’m the physiotherapist, I’m the 
whatever". Data reveal that, in this practising context at least, physiotherapists are 
largely responsible for the organisation, management and delivery of health-care to 
athletes. As a result, the social organisation of medical care in particular sports 
contexts differs from that of conventional medicine where physiotherapists generally 
assist doctors.  Discussing the capability of paramedical groups to attain autonomy 
over a profession in conventional medical contexts, Friedson (1970) writes: 
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The paramedical occupation must control a fairly discrete area of work that 
can be separated from the main body of medicine and that can be practiced 
without routine contact with or dependence on medicine (p. 69).  
 
The normal control of musculoskeletal problems by physiotherapists means that, in 
Friedson’s (1970) terms at least, physiotherapists have attained autonomy over 
aspects of clinical practice. However, in this work setting, physiotherapists not only 
control a "fairly discrete" area of practice but also control aspects of practice which 
might otherwise fall within the jurisdiction of other medical groups i.e. doctors. In the 
context of this study, Friedson’s justification for how paramedical groups attain 
autonomy is too narrow. Physiotherapists not only gain autonomy by separating their 
areas of practice from other practitioners but also by encroaching on other 
practitioners’ traditional areas of work when the particular working context allows. In 
this respect their behaviour are more in keeping with Allen’s (1997) analysis which 
emphasises an encroachment of nurses on roles traditionally monopolised by doctors 
and thus, a "modification of the formal division of labour between nursing and 
medicine" (p. 498). 
 
Whilst physiotherapists were generally the sole medical person to travel with the 
team, physiotherapists had access to further medical support either via the telephone 
with the team’s doctor in the UK or with the headquarters doctors who were always 
"somewhere on site" (physiotherapist). Some physiotherapists also described how 
they contacted physicians from other teams. One physiotherapist said: "normally I 
would tend to use the doctors in the other teams. My French is quite good so I just use 
the French doctor because they have got loads of money!" Despite having relative 
autonomy over practice in this work setting, checking in with the team doctor by 
telephone is an important token to the traditional medical hierarchy. Moreover, 
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establishing relationships with other team doctors may be an indication of 
physiotherapists’ vulnerability in this context and their need to establish a support 
network. Despite having access to further medical support, a number of 
physiotherapists described how they were relatively comfortable with their increased 
responsibility. Explaining the differences in practice at home and away, one 
physiotherapist stated: 
[If we were at home] we would get the doctor to come in as well and to get 
that [diagnosis] backed up. If we were away then the responsibility comes 
back to me because we don’t take a doctor with us so we would talk to the 
doctor if we felt we needed to (emphasis added). 
 
A number of doctors also described how the designation of duties conventionally 
associated with medicine was a normal feature of sports medicine practice. On the 
whole, doctors were happy for the physiotherapist to take responsibility for medical 
issues. However, as the following extract indicates, some doctors alluded to the 
compromised medical practice resulting from the isolation of physiotherapists from 
physicians.  
Most of the time it’s the physiotherapist who goes with them and they will 
phone me and I’ll advise them on the phone quite a lot ... the physiotherapist 
does a lot of the medical things as well and he or she knows when to phone me 
you know (emphasis added).  
 
The notion that physiotherapists are largely responsible for determining the course of 
medical treatment differs from Friedson’s (1970) contention that the tasks performed 
by paramedical groups "assist rather than replace the focal tasks (i.e. those carried out 
by the doctor) of diagnosis and treatment" (p. 49). In sports medicine, the opposite is 
often the case, where doctors are more likely to assist and support physiotherapists in 
their decisions should the need arise as opposed to insisting that they be centrally 
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involved. Not only are physiotherapists able to coordinate, organise and administer 
their own services, physiotherapists are also able to choose whether or not they 
contact a doctor for further medical advice. The high degree of control 
physiotherapists have over doctors’ access to athletes further highlights the less than 
conventional doctor-physiotherapist relations evident in sports medicine.  
 
Whilst the majority of injury problems at the Olympics fall within physiotherapists’ 
domain,22 one aspect of medical work that physiotherapists have less control over is 
the prescription of medication to athletes. The majority of interviewees understood 
this as being within the doctor’s jurisdiction and in conventional medical contexts this 
represents one feature of doctors’ work that affords them status. Thus, in the majority 
of cases, contact with a team doctor by a physiotherapist was in relation to 
prescription. However, whilst the prescription of medication affords doctors prestige 
in conventional medical contexts, this is often indistinguishable from their role as 
diagnosticians. Whilst no interviewee directly said that doctors’ autonomy was 
reduced as a result of their limited involvement in the diagnosis of injury, a number of 
interviewees alluded to it. For example, given their relative control over diagnosis, 
physiotherapists were able to push doctors into prescribing particular medicines by 
convincing them that they knew what course of treatment athletes needed. Of course, 
given physiotherapists’ greater clinical autonomy at competition events, it is less 
likely that doctors would question physiotherapists’ knowledge in this regard. In this 
context the doctors’ role in prescription is more akin to that of a pharmacist, enabling 
rather than directing access to medication.  
 
                                            
22It is difficult to establish whether the injuries that occur at the Olympics actually fall within the domain of 
physiotherapy or whether this has elements of a self-fulfilling prophecy. For example, physiotherapists are likely 
to see injuries as requiring hands on manual work rather than medical prescriptions as this type of treatment is 
considered by them to be the best way of relieving pain and injury.  
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One unintended consequence of physiotherapists’ responsibility for the diagnosis and 
direction of treatment is the increased accountability this presents. In this regard, as 
Theberge (2009b) found, a number of physiotherapists described how having the 
support of a doctor was beneficial for those situations which were potentially serious 
as they could rely on their verification. The following two physiotherapists described 
how the doctor’s contribution was particularly valuable when presented with a serious 
injury. One respondent explained: "I would make the call if I’m on my own if there is 
nobody else to do it, but if there is a doctor there and it is a serious injury it is always 
nice to have a discussion and to make a decision between the two of you". Reflecting 
on a similar example, another physiotherapist said: "if it’s a serious one [injury] we 
would get the doctor to come in as well and to get that backed up". Again, referring to 
the benefit of having input from both a physiotherapist and a doctor, one 
physiotherapist stated that it was "helpful if we both have our opinions on somebody". 
These examples highlight physiotherapists’ recognition of their vulnerability when 
blurring professional boundaries in clinical situations. For example, if something were 
to go wrong, the legitimacy of their actions might be called into question. 
  
Whilst physiotherapists felt more confident about their decisions if they had a doctor’s 
"back-up", a couple of physiotherapists described how, if a doctor was available, they 
preferred them to take the lead and responsibility for difficult decisions. Reflecting on 
their role in these circumstances, one physiotherapist said: "I think if you were in that 
situation and you had a doctor there then I think it is their call". Similarly, one 
physiotherapist described how sharing information about an athlete’s injury with the 
doctor [also, in this example, the coach] reduced their potential liability. S/he said:  
My frame of reference will always be to discuss with the athlete the 
importance of sharing this information either with the doctor, in which case 
 258
you get slopey shoulders and it becomes a doctor’s problem or ideally, even 
going to the coach’. (emphasis added)  
 
 Of course, wishing to include a doctor in clinical decisions is as much a reflection of 
cooperative practice as it is about a blurring of professional boundaries. Whilst 
physiotherapists are given greater responsibility at competitive events in particular, 
this is coupled with physiotherapists’ need to seek doctors’ authorisation for clinical 
courses of action or get clinical advice in more difficult situations. Paradoxically, 
physiotherapists do not seize medical authority in these practicing contexts but 
maintain some traditional subordination practices which enables and legitimises their 
relative autonomy in this particular context. 
 
The preceding discussion has explored the blurred professional boundaries between 
doctors and physiotherapists working in sports medicine. It has considered how 
physiotherapists are often regarded as "umbrella practitioners" (Theberge, 2009b: 66), 
particularly when practising at the Olympics. Not only are physiotherapists 
responsible for undertaking non-medical duties that facilitate the team’s smooth 
running, they often take on roles that impinge upon doctors’ conventional 
jurisdictions. The extended medical responsibilities afforded to physiotherapists have 
enabled them greater freedom to manage and deliver health-care and greater 
autonomy over practice. This autonomy has provided physiotherapists with greater 
status relative to conventional medical contexts and the ability to justify their medical 
expertise by their own merits rather than by association with doctors. At the same 
time, however, the greater power chances awarded to physiotherapists in this context 
brings with it greater accountability for medical decisions that they see as on the 
fringes of their professional domain. In this regard, physiotherapists remain dependent 
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on doctors for support and a sense of shared responsibility for decisions that have 
potentially serious consequences.   
 
The preceding examination of inter-professional relations and blurred occupational 
boundaries supports claims made by Malcolm (2006b) and Theberge (2009b) of a 
shift in autonomy between these practitioners in particular sports medicine contexts. 
Explanations for the departure from conventional relationships and work jurisdictions 
of these practitioners have included: the number of hours physiotherapists work 
relative to doctors, the relative value that clients such as coaches, managers and 
athlete-patients place on the respective roles of physiotherapist and doctor, and the 
types of injuries that regularly occur during sports events i.e. the prominence of 
musculoskeletal conditions which may place a premium on the services of 
physiotherapists. The final section of this chapter considers some further features of 
physiotherapists’ work that may help to explain their greater autonomy in British 
Olympic sport. Focussing primarily on their greater time commitment to athletes, the 
discussion explores how their dedication to short-term performance goals, their role in 
prehabilitation/preventative care and their concern for holistic service allows 
physiotherapists to generate supportive and trusting relationships with athletes and 
thus provide them with greater influence over practice.  
 
9.4. A focus on performance 
 
Chapter 8 examined the commitment of clinicians in British Olympic sport to the 
short-term performance goals of athletes and, in particular, the notion that 
physiotherapists were more explicitly driven by performance demands compared to 
doctors. Data indicate that being motivated by performance goals has implications for 
the relative autonomy of clinicians working in this context. An input into performance 
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targets enhances the role of the physiotherapist relative to the doctor as 
physiotherapists are able to respond more easily to the interests of their clients. For 
example, their greater time commitment as well as their greater freedom over clinical 
practice (see Chapter 8) allows physiotherapists to more fully embrace the demands of 
their athlete-patients and coaches which, in turn, renders them the first port of call for 
medical support. Describing a similar focus in elite Canadian sport, Theberge (2009a) 
also notes that "negotiations over professional work in this speciality are shaped by a 
specific feature of practice in this setting, the emphasis on optimising performance" 
(p. 265). Again, the demand for practitioners who normalise performance goals in 
their clinical practice are more likely to be considered by their clients (including 
athlete-patients, coaching staff and management) as able to better fulfil the criteria of 
this particular work setting and this may therefore affect the organisation of 
professional relationships in sports medicine. In British Olympic sport, the success of 
clinicians is often measured in the management of, and ultimately, the speed at which 
an athlete returns following an injury and this is most often evaluated by lay clientele 
such as athlete-patients, coaches and performance directors. The centrality of lay 
evaluations on the relative success of clinicians is also supported within the 
professional football and elite rugby union contexts. For example, clinicians in 
professional football and professional rugby were under constant pressure from 
managers and coaches to return players to their performance duties (see Waddington 
et al. 2001; Malcolm, 2006a, 2006b). Thus, sports medicine’s raison d’etre of 
improving athletic performance is significant for understanding the relative statuses of 
doctors and physiotherapists. Given their greater ability to meet the needs of their 
work setting, physiotherapists, according to Malcolm (2006b), are able to "further 
enhance their status relative to doctors by having a greater input into the performance 
side of sports medicine" (p.391). 
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Given that medical practice is dependent on the needs of clients in British Olympic 
sport (and sports medicine per se), it is likely that scant regard is paid to the perceived 
inter-professional conflict resulting from boundary encroachment. Instead, doctors 
may acknowledge that physiotherapists are seen as more valuable to athletes and 
coaches in their quest for performance improvement which thus inhibits their own 
claims to occupational superiority. Describing a similar process in the health-care 
workforce Nancarrow and Borthwick (2005) argue that "the growth of patient-centred 
care emphasises the needs of the service user, rather than the needs of professional 
groups, and has created a need for flexibility in both working practices and service 
organisation which presents significant challenges to professional power" (p. 898).  
 
9.4.1. "Prehabilitation" – working through injuries 
 
As a reflection of the greater number of hours physiotherapists are able to dedicate to 
athletes, physiotherapists are more likely than doctors to be involved in every stage of 
athletes’ injury problems. This constant involvement with athletes was succinctly 
described by one physiotherapist who stated: "you can’t actually discharge anybody! 
You’re working with a group of people and you’re seeing them over and over again". 
This involvement includes preventative care (which many physiotherapists described 
as prehabilitation), diagnosis (which may or may be made in conjunction with a 
doctor depending on the work setting), and rehabilitation following injury. 
Physiotherapists considered their working practice allowed more time to assess 
conditions and thus to make better diagnoses, get to know which treatments were 
successful for athletes and to form better relationships with athletes. The majority of 
physiotherapists described how having the time to work with athletes was an 
enjoyable feature of their job. One interviewee said: "I like that because you can get 
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really good results because you can spend time, you can get somebody better and you 
can work out an ongoing training programme, their treatment plan". Another 
physiotherapist described how greater practicing hours allowed them to experience 
greater clinical variety. S/he stated:  
I’m involved in every step. What you might do is get someone in the first or 
second stage [of injury] and work with a coach in the third stage. You could 
have them for the first stage and then hand them onto strength and 
conditioning in the second stage and then pick them back up in the final stage. 
Then, if you can get out and involved in the field and be at competitions then I 
think that really gives you the whole package. Then you’re involved in the 
injuries, rehabilitation, injury prevention and then out in the field when they 
are competing. 
 
One of the central facets of their regular and ongoing treatment of athletes was on 
preventative care. Preventative measures were not always medical in nature but could 
include nutrition as well as the mental and physical fitness of athletes. For example, 
one physiotherapist described this as "teaching them how to look after themselves". In 
the extract below, another physiotherapist highlighted a number of other roles which 
s/he believed encompassed preventative care: 
You do all of the preventative measures like teaching how to warm up, stretch, 
keep themselves going, what are the right things to eat. So, you are teaching 
them all of the time with what they are doing with themselves you hope.  
 
In her study of jurisdictional claims by different musculoskeletal practitioners, Norris 
(2001) argues that preventative care was one strategy certain practitioners (e.g. 
physiotherapists, osteopaths and massage therapists) used to distinguish, and stress, 
the advantages of their approach. She argued that practitioners tried to better 
themselves in relation to others by claiming "that they addressed the factors which 
caused musculoskeletal problems, while others only addressed the symptoms" (p. 39). 
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Whilst interviewees did not use preventative care as a source of competition with 
other practitioners, it is another aspect of physiotherapists’ work that provides them 
with a relatively high degree of influence. Primarily, this was a reflection of the 
increased knowledge physiotherapists gained from being athlete-centred and the 
relationships of trust that resulted from their dedication of time.  However, in keeping 
with Norris (2001), one doctor highlighted the importance of understanding the 
factors which caused athletes to become injured as opposed to simply diagnosing their 
injury: 
Diagnosing injuries is easy and you could probably go to an A&E department 
and get a diagnosis but the understanding of why it has happened is key 
because if you don’t get that right then it is going to happen again. So it might 
be their body composition, their biomechanics, their training load, their 
technique. So, looking at it from that side of things to see how they got to be 
an injured athlete is really key. 
  
In contrast to conventional medical contexts where the ability to diagnose affords 
doctors status, the doctor in this extract recognises that, in this work setting at least, an 
understanding of why an injury has occurred is more important for the athlete’s 
recovery as it allows the clinician to prevent a similar injury occurring again. Whilst 
doctors may recognise this element of practice to be central to athlete-care, 
physiotherapists’ greater time commitment provides them with the resources and 
knowledge to more readily deal with this aspect. Whilst doctors are more likely to see 
athletes once in order to diagnose, physiotherapists are more able to reconsider and 
develop their diagnoses whilst continuing to observe their patient. 
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9.4.2. Holistic care and establishing trust 
 
In a similar way to the practitioners in Norris’s (2001) study, physiotherapists in 
British Olympic sport marketed themselves as providing a holistic approach to 
clinical treatment. However, in contrast to Norris’s (2001) findings that 
physiotherapists distinguished themselves from other musculoskeletal specialisms by 
their use of electrical equipment and machinery, physiotherapists in British Olympic 
sport differentiated themselves through their focus on "hands on" care.  For them, 
their ability to treat injuries via hands on manipulation was one of the main ways that 
their status as practitioners was assessed. For example, one physiotherapist described 
how: 
You rely on your hands speaking for you a lot of the time. Athletes can tell 
when you put your hands on them whether you know what you are doing or 
not. They can tell. If you can convince them from the first time that you put 
your hands onto somebody that you know what you are doing then half of 
your job is done already. 
 
The above extract demonstrates the way clients evaluate treatments and the ways in 
which physiotherapists may adapt their practices to suit athlete needs. Interestingly, 
the importance of patient evaluation highlighted in the above quote may not lead to 
treatment effectiveness. That is to say, patient-athletes assess treatment based on what 
they want rather than what may be the "best" medical treatment for their pain and/or 
injuries. In the following example, another physiotherapist describes how s/he decided 
not to use ultrasound as part of his/her clinical treatment because athletes did not think 
they were useful: 
I used to take an ultrasound with me but now I don’t bother because I didn’t 
use it that much anyway but even now the athlete’s perception of ultrasound 
isn’t you know, it’s not going to do that much. Certainly in a competition 
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situation it’s not actually worth doing anything electro-therapy. You can be as 
effective with ice, massage and that sort of thing.  
 
Whilst sports medicine doctors have the ability to gain power and status from their 
relationships with their broader profession – for example, their access to various 
medical networks – data indicate that physiotherapists gain validation and social 
prestige via their relationships with their athlete-clients. The importance of gaining 
validation from clients and lay personnel has been highlighted as central to clinicians’ 
acceptance in other sports networks. For example, in his study of rugby club 
clinicians, Malcolm (2006b) contends that clinicians’ "position at the club is 
dependent on the degree of satisfaction of both the client as coach and employer and 
the client as player and patient" (p.384). Whilst coaches are also an important source 
of evaluation in this context, physiotherapists centre their treatment on the priorities 
of their athlete-clients. The importance of hands on care for athletes in this context is 
thus largely met by physiotherapists’ holistic approach. 
 
By claiming that holistic care was about "hands on" practice rather than more 
traditional physiotherapy techniques (e.g. ultrasound, electrotherapy), sports 
physiotherapists were also able to distinguish themselves from other physiotherapists 
such as those in the NHS. One physiotherapist said: "I think that’s the thing. Sports 
physiotherapy may go off to one side because we are more hands on". For the 
physiotherapists in the current study, hands on practice provided them with 
opportunities to claim superiority over other practitioners. The physiotherapists in the 
current study believed that hands on work showed commitment to spending time with 
athletes was more patient-centred and was more successful in patient recovery. In 
particular, time to engage in hands on care was described by physiotherapists as the 
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most important aspect of clinical treatment. When comparing their work with the 
practices of NHS practitioners, one physiotherapist stated: 
I think the NHS get 15 minutes per patient. Patients come here and say they 
have been to an NHS physiotherapist and they gave them some exercises. 
There is no hands on, there is no advice about the condition, just some 
exercises. They seem to be wasting their time as it’s based around this time 
limit. It must be very frustrating for them as they know exactly what the 
patient needs but they just don’t have the time to do it.23  
 
Describing his/her reasons for leaving the NHS, another physiotherapist provided a 
similar account of the importance of time for fully understanding the patients’ injury 
and allowing them to successfully treat. This physiotherapist not only alludes to the 
importance of holistic care for treatment but, the desire to expand professional 
boundaries: 
I just thought it was all about numbers and my numbers were always lower 
than everybody else’s but my quality was always higher and I just felt I can’t 
do this anymore because if you want me to put an interflax machine on for ten 
minutes and go and have a cup of coffee I am very happy. Well I’m not happy 
to do that, I could never do that. I have to work out what’s going on, I want to 
diagnose, I want to get the patient better (emphasis added). 
 
Parallel to their focus on holistic care, physiotherapists also perceived there to be a 
strong psychological element to injury. To meet this treatment need, physiotherapists 
talked of their desire to establish relationships with athletes based on trust. In addition 
to their roles as team facilitators highlighted in section 9.3, a number of 
physiotherapists explained how athletes saw them as problem solvers. One 
physiotherapist explained how "there is a lot of psychological work with it as well, 
talking them around to the point where you are with them all the time. You gain their 
                                            
23 In contrast to the current data, findings from the professional football (Waddington et al. 2001) 
context highlight how doctors view their  treatment in sports contexts as relatively poor in comparison 
to their NHS work. 
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confidence, you sort out all of their other problems as well". Similarly, another 
physiotherapist stated: "it is very important so they know that you are always going to 
be there for them as an athlete, as a patient". Moreover, a number of physiotherapists 
described how athletes would often see them about problems unrelated to their 
training or performance. 
 
 In contrast to the short and discreet periods of consultation athletes tend to have with 
doctors, athletes are able to see physiotherapists much more frequently and for longer 
periods of time which afforded physiotherapists with opportunities to establish strong 
relationships with athletes. Comparing his/her relationship with athletes to doctor-
athlete relations, one physiotherapist argued that physiotherapists "definitely have a 
closer relationship because we see them more frequently. I think they would be more 
likely to discuss things with us then they would do with doctors". Another 
physiotherapist described how s/he was "seen as a confidant" by athletes. 
Opportunities to be seen by athletes as confidants and problem solvers were 
particularly emphasised during competition events. Describing his/her involvement 
with athletes at such events one physiotherapist stated:  
 Oh you are just with them all of the time. Short of sleeping with them really! ... 
you have done any treatments that you needed to have done before and any 
problems you treat them when they come back to the hotel or the accommodation 
in the evening. You have dinner together and you are very much one of the team 
and that is the same with training or anything ... Most of the treatments are done 
back at the hotel or wherever but I would always be there. So you are with them 
the entire time. 
 
A direct indication of their relative position in sports medicine was athletes’ reliance 
on physiotherapists to sometimes attend or, most often, decipher their consultations 
with doctors. One physiotherapist stated: "if they want me to go to a doctor’s 
 268
consultation then I’ll go so that I can explain to them what the doctor is saying". 
Describing a similar approach, another physiotherapist said: 
Athletes often go and see the doctor and come back to me with "he said this, 
this and this what did he mean? What’s going on?" That’s when you have got 
to sit down and hope that they have heard. That’s how I used to get around it. 
If the players had been to the doctor or went to a specialist I would go with 
them because then I got first-hand feedback, knew exactly what they had said 
and could come out of it and say "now did you understand that?" 
 
In contrast to what was described by some physiotherapists as medical or technical 
language, a number of physiotherapists claimed that "the more general and the more 
broad your knowledge the better". The previous two extracts in particular demonstrate 
how physiotherapists’ more accessible, athlete-friendly knowledge is trusted and 
relied upon by athletes, which encouraged athletes to see physiotherapists as their first 
port of call for their injury problems. Again, this afforded physiotherapists with the 
ability to provide athletes with patient-centred care and opportunities to reconsider 
and reassess diagnoses in order to treat them successfully. The notion that athletes 
always come back to physiotherapists also provides a counter-argument for doctors’ 
superiority in the sports medicine figuration by virtue of their access to additional 
medical networks. This was exemplified in one physiotherapist’s account of a 
decision which could have cost him/her their reputation as a sports medicine 
practitioner: 
I have said things to athletes that I probably shouldn’t have said and I have 
made diagnoses that were wrong. I have bet my reputation that there was 
nothing wrong with an athlete’s knee and he ended up having an ACL rupture! 
... Ultimately, if an athlete keeps their faith in you and ... they still come back 
to you then it means you are doing something. Because if you weren’t good at 
those other things they would walk away because clinically you have made the 
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biggest mistake and the biggest call of your life. But for some reason they 
come back. Why? That’s the other bits. You can’t always quantify it. 
 
It appears that autonomy is not measured on doctors and physiotherapists’ clinical 
knowledge but on other areas of practice, described by this physiotherapist as "those 
other things" that you "can’t always quantify". These data indicate that the value of 
professional knowledge is largely based on its evaluation by the consumers of sports 
medicine. This contrasts to earlier sociological approaches to the professions which 
considered abstract professional traits acquired through education as the way in which 
occupations claim and attain dominance. 
 
9.5. Summary 
 
This chapter has examined the inter-professional relationships of doctors and 
physiotherapists working in British Olympic sport and how attempts to 
professionalise sports medicine by creating a core, sports medicine identity have 
impacted upon the social organisation of sports medicine. It has highlighted how 
sports medicine clinicians are more concerned with enhancing the status of the sport 
and exercise medicine (SEM) profession by forging a team identity rather than 
identities based on conventional hierarchies of occupations. It has also explored how, 
contrary to traditional medical work settings, physiotherapists often occupy dominant 
roles in sport. Particular features of physiotherapists’ work, such as their focus on 
holistic practice, time commitment and a greater input into the performance aspects of 
sports medicine, have enabled them to attain this more central role. However, despite 
occupying a more dominant position (particularly at competition events), 
physiotherapists expressed an undercurrent of resentment towards the esteem in which 
doctors were traditionally held. However, this may be a reflection of their importance 
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in sport relative to conventional medical contexts. This chapter has also highlighted 
the centrality of interdependence to our understanding of doctor-physiotherapist 
relations. For example, whilst physiotherapists are dependent on doctors for their 
access to broader medical networks, doctors are equally dependent on 
physiotherapists for their access to, and relationships with, athlete-clients.   
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Chapter - 10. Conclusion 
 
10.1. Introduction 
 
This thesis has sought to examine the medical management of pain and injury in 
British Olympic sport and thus offers a further contribution to the growing literature 
on the practices of sports medicine. Drawing upon the perspectives of health-care 
providers, it has explored key developments such as the professionalisation, 
formalisation and bureaucratisation of sports medicine and the consequences of such 
developments on doctors’ and physiotherapists’ working practices, relationships with 
each other and on athlete care. In this concluding chapter, I attempt to draw together 
the central empirical findings, reflect upon the methodological and theoretical 
underpinnings of the thesis and make some recommendations for further research into 
sporting health-care.  
 
10.2. Summary of findings 
 
This study has obtained a clearer understanding of who delivers medical care to 
British Olympic athletes. Using a self-report questionnaire, it examined the 
backgrounds (e.g. the qualifications, experience and methods of recruitment and 
appointment) of doctors and physiotherapists who have been nominated by their 
national governing body of sport/s as "leading" practitioners of sports medicine. In 
contrast to similar analyses in professional football and elite rugby union contexts 
(Waddington et al. 2000 and Malcolm and Sheard, 2002 respectively), the current 
data revealed that both doctors and physiotherapists were relatively well-qualified and 
experienced for their work in sport. This included gaining formal qualifications, being 
involved in continuing professional development and demonstrating greater practicing 
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commitment to athletes via involvement at both national and international events 
namely many of the "traits" traditionally attributed to a profession. Notwithstanding 
these findings, the questionnaire also revealed variations in the population studied 
and, in this regard, highlighted elements of fragmentation associated with qualitative 
differences in the working practices of National Governing Body (NGB) clinicians 
and clinicians employed by national sports institutes such as the English Institute of 
Sport (EIS). These differences appear to have been exacerbated by recent 
organisational changes to the provision of medical care to UK Olympic athletes 
especially associated with the development of particular professional traits. This 
theme was further developed in the interview phase of data collection. Thus, the 
following discussion seeks to summarise the key qualitative findings presented in 
these empirical chapters. 
  
Professionalisation processes provide the backdrop or context to each of these 
chapters. An awareness of sports clinicians’ attempts (particularly those in higher 
managerial roles) to professionalise their work by emulating the traits of conventional 
professions, attempting to monopolise control over practise and creating a 
professional identity that stems from their membership of their broader professions 
but which appeases their clients in the sports context is crucial for an understanding of 
their working practice. For example, Chapters 6 and 7 explored attempts to improve 
the academic standards for practitioners already involved in sports medicine and those 
hoping to become employed in this practising area as well as the establishment of 
professional bodies in sports medicine such as the EIS. Chapter 8 examined how 
clinicians were constrained to modify their practice to suit the demands of their 
athlete and coach clients by adhering to, and normalising, the performance 
motivations of elite sport so as to remain useful and valid in their work setting and 
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which enabled them to mark out for themselves a professional identity that was 
coherent with this work setting. Finally, Chapter 9 examined the attempts made by 
clinicians to create a stable, cooperative identity which promoted solidarity, 
standardisation and professional pride and demonstrated a more advanced and 
specialist area of practice relative to their medical and physiotherapy counterparts in 
conventional medical contexts.  
 
A significant feature of the qualitative interviews concerned recent changes to the 
organisation of sports medicine and the reactions of clinicians to these changes. In this 
regard, Chapter 7 emphasised three key processes including: the introduction of 
formal qualifications, the establishment of the EIS (and their Scottish, Welsh and 
Northern Irish counterparts) and the creation of a sport and exercise speciality (SEM) 
and the impact these developments had on the working practices of, and relationships 
between, sports medicine practitioners. For the majority of those practitioners 
interviewed, attempts to professionalise sports medicine had created an elite group of 
clinicians who had distanced themselves from the traditional association of sports 
medicine with amateurism and non-specialism. However, these interviews further 
exposed the heterogeneity of sports medicine practitioners in Olympic sports initially 
highlighted in Chapter 6. First, the government-granted mandate to broaden sports 
medicine’s remit to include those participating in physical activity for health has 
created confusion for practitioners over how best to position themselves as a 
profession. Second, the introduction of academic qualifications has resulted in internal 
resistance (particularly among older, more experienced doctors and physiotherapists) 
to the philosophies of higher managerial clinicians such as those associated with the 
EIS who have attempted to justify their positions and professional status less with 
reference to practising experience and more crucially in relation to academic 
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expertise. Data revealed that this was particularly problematic for sports 
physiotherapists who argued that the pursuit of academic legitimacy detracted from 
the hands on experience they thought to be essential for professional grounding in this 
practising area. It should be noted, however, that such an emphasis on qualifications 
relative to experience is likely to reinforce the traditional dominance of medicine over 
physiotherapy, and perhaps even erode the unusual level of professional autonomy 
which many sports physiotherapists enjoy. 
 
Whilst the establishment of the EIS as a regulatory body of sports medicine has meant 
that it has provided a unified forum for sports medicine providers and thus a more 
powerful organisational base, a number of clinicians reflected on its hierarchical 
nature and the "negative" consequences for certain athletes and certain sports.  
 
In relation to the latter, attempts to professionalise sports medicine have 
unintentionally created a number of divisions between practitioners who have 
established themselves within a more bureaucratic system and those who have 
become involved in sports medicine via more traditional routes. This has contributed 
to health-care inequalities between athletes. The consequences of rapid 
professionalisation (in particular, organisational changes such as the establishment of 
the EIS and the introduction of formal qualifications) driven by higher managerial 
practitioners were particularly evidenced in the organisation of the BOA medical 
committee and physiotherapy forum which were at the centre of this study. Crucially, 
these groups typify sports medicine in British Olympic sport as an organisation that 
bears the hallmarks and legacies of amateurism but is concealed by an external 
projection of a professional ethos. 
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Fragmentation and uncertainty as a result of professionalisation also featured in 
Chapters 8 and 9. Crucially, the relatively recent changes to sports medicine’s 
organisation have meant that this area of practice lacks a clear and coherent 
professional identity. The confusion over sports medicine’s raison d’etre outlined in 
the discussion of the Department of Health’s agenda for health/exercise incorporation 
(Chapter 7), was further illustrated in discussions with interviewees about their 
relative commitment to athletes’ longer-term health and short-term performance goals 
in practice. The absence of a "sports medicine identity" has meant that clinicians 
remain, to a greater or lesser extent, dependent upon their broader professions 
(medicine and physiotherapy) for professional status and validation. At the same time, 
however, their practice is significantly influenced by their clients (athletes and 
coaches) who serve to limit the "self-direction" and autonomy sociologists have 
traditionally attributed to medicine. In this study, these relationships of 
interdependence were particularly important for doctors who were constrained to 
promote "health" as a feature of their practice in sport. For physiotherapists, their 
generally lower occupational status in conventional medical contexts has allowed 
them greater freedom to adopt the values of their clients. 
 
Whilst professionalisation of sport and exercise medicine has enhanced sports 
clinicians’ status in medicine at what might be termed the structural level, clinicians 
remain both enabled and constrained by their relationships with their athlete and 
coach clients at the level of agency. Ultimately, it was these relationships with 
consumers that were the most influential in making decisions about treatment. This 
study has demonstrated how clinicians’ dependence on lay evaluations for 
professional validation and security in their work setting has meant that their 
decisions about medical treatment are likely to be made in order to satisfy clients 
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rather than their personal and professional need to be medically "correct". In this 
study, the dominance of consumer-interests has meant that clinicians are constrained 
to prioritise performance over health. Taken together, clinicians’ relationships of 
interdependence at the interface of both agency and structure have meant that the 
ongoing tension in the balance between performance and health is apparent in their 
practice. 
 
The examination of doctor-physiotherapist relations in Chapter 9 also highlights how 
several attempts to professionalise sports medicine have impacted upon the social 
organisation of Olympic sports medicine. First, doctors and physiotherapists in 
Olympic sports were committed to practice organised around cooperation and 
inclusivity. This was exemplified in the numbers of sports medicine clinicians 
working in close proximity to one another in organisations such as the EIS which has, 
in part, enabled doctors and physiotherapists to create both a physical and ideological 
boundary between themselves and clinicians in other sporting and non-sporting 
contexts. Clinicians’ desires to establish multi-disciplinary teams was, in part, due to 
recognition of their limited status as stand alone sports medicine professionals and, 
thus, the creation and promotion of a core team identity provided them with a greater 
sense of professional identity. By establishing multi-disciplinary teams, clinicians are 
better able to promote themselves as a subject specific rather than discipline specific 
"profession" and can thus draw a contrast between them and other health-care 
practitioners.  
 
Discussions within this chapter also highlighted a greater fluidity in power relations 
between doctors and physiotherapists than sociological studies of medicine have 
previously shown. Physiotherapists often occupied dominant roles in competition 
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contexts where they were often the only medical person to travel with a team. 
Furthermore, these data indicated how particular features of physiotherapists’ work 
such as their hands-on, consumer-centred care fostered the patient dependence which 
augmented this more dominant role.  Despite enjoying relative autonomy from 
doctors, however, physiotherapists expressed a lingering discontent at their 
subordination which was exemplified in their belief that doctors’ relative status was as 
much the consequence of their greater access to broader medical networks as it was of 
medical expertise per se. This dependence on doctors, however, was mirrored in 
doctors’ reliance on physiotherapists to maintain strong, personal relationships with, 
and access to, athlete-clients in order to provide successful, team-orientated treatment.  
 
Having summarised the key empirical findings of the current study, the following 
discussion explores how these data impact upon the literature reviewed in Chapters 2 
and 3 of the thesis. 
 
10.3. Literature review round-up 
 
The discussion of the sociology of professions literature in Chapter 3 explored the 
central theoretical perspectives that had contributed to research on the medical 
profession. This review considered those perspectives committed to describing large-
scale social developments and their implications for control of the market for medical 
services, as well as interactions between patients and doctors24 and the relative claims 
of these individuals to expertise and thus to autonomy. In contrast to some of these 
earlier sociological approaches which suggest that medical practitioners occupy 
dominant positions in society by virtue of their professional membership, the current 
                                            
24 Previous literature within the sociology of medicine has been dominated by discussions of doctor-
patient relationships.  Consequently, discussions of physiotherapist-patient interactions did not feature 
in this review of literature. Indeed, there is a real dearth of literature on physiotherapists per se. 
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study has demonstrated that health-care practitioners do not gain status and autonomy 
in sport as a result of the traditional "traits" of a profession (e.g. educational 
qualifications), but from their ability to be clinically useful to their patient-consumers 
(and coach-clients) in particular practice settings. Consequently, whilst we may 
expect medical practitioners to be authoritative and autonomous over their work, the 
increasingly commodified and commercialised world of sport, dominated by client 
demand, indicates that medical practitioners may not always be regarded in this way. 
These findings also contrast with dominant ideas concerning the "exploitation" 
(Nixon, 1992; Young, 1994; Murphy and Waddington, 2007) of athletes at the hands 
of more powerful individuals including sports medicine practitioners (see Chapter 2). 
Alternatively, athletes’ greater autonomy in Olympic sports means they are far more 
involved in their injury rehabilitation, are able to structure and develop their treatment 
according to their own goals and motivations and are in a particularly powerful 
position to bargain with medical staff (Malcolm, 2006b, 2009, Theberge, 2007). 
 
Comparing the professionalisation of medicine per se with the current data on the 
medical sub-discipline of sports medicine has brought into sharper relief the 
distinctiveness of sports medicine as a profession that is both structurally and 
culturally different (Malcolm, 2006b) from the broader medical profession. Though 
similarities with areas such as ICU practice are apparent (Allen, 1997; Carmel, 2006; 
Sanders and Harrison, 2008) differences are also apparent. First, the fragmentation 
and resistance that characterises sports medicine’s "professional project" (Larson, 
1977) has undermined its claim to autonomy. Second, consumer-centred care in sports 
medicine has emphasised the needs of the service user and thus, lay evaluations of 
treatment rather than the needs of medical practitioners. These factors significantly 
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challenge the professional power thesis which characterises much of the literature 
reviewed.  
 
The normalisation of performance goals by sports clinicians in Olympic sports also 
extends the literature on the normalisation of pain and injury discussed in Chapter 2 
for it is apparent that clinicians adopt a culture of risk in much the same way as 
athletes and coaches. Clinicians in the current study recognised their need to adopt the 
values or "sports ethic" (Hughes and Coakley, 1990) of their "everyday work setting" 
(Friedson, 1970) if they were to remain valuable to their clients. However, whilst 
performance goals dominated their practice, clinicians also demonstrated elements of 
a "culture of precaution" (Safai, 2003) and, in this regard, data from this thesis are 
comparable to Safai’s (2003) contention that a "culture of risk is a far more complex 
concept than simply overconformity to a sports ethic" (p. 142). For example, whilst 
discussions in Chapter 8 particularly emphasised clinicians’ acceptance of a culture of 
risk in British Olympic sport, the relative balance between this and a culture of 
precaution was dependent on the enabling and constraining features of the broader 
figurations in which clinicians were enmeshed, particularly their relationships with 
the broader professions of medicine and physiotherapy. Thus, precautionary measures 
related to the longer-term health of athletes were a feature of clinicians’ medical 
decisions and allowed clinicians to maintain identities as general healthcare 
professionals as well as client and performance-led practitioners.  
 
Finally, in contrast to some of the earlier sociology of medicine literature which 
considered the inter-professional relations between doctors and paramedical groups 
(such as nurses) as "top-down", where the activities of paramedical groups were 
directed and supervised by the former, the current study indicated that the balance of 
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power between doctors and physiotherapists may be context specific and highly 
dependent on the practice setting. Not only does the dominance of physiotherapists in 
particular practicing contexts exemplify a reconfiguring of conventional power 
relations between themselves and doctors, this study also indicates how recognition of 
their interdependence encouraged doctors and physiotherapists to work inclusively in 
order to establish identities based on the organisational make-up of sports medicine 
rather than their respective occupations. Thus, the current data provide an additional 
context to those already discussed in medicine (see Norris, 2001; Carmel, 2006; 
Sanders and Harrison, 2008) in which strategies are employed to enhance 
incorporation and inclusivity in order to foster occupational solidarity in a particular 
field (in this instance within SEM) as opposed to contributing to boundaries between 
medical professions.  
 
Having considered some of the comparisons and contrasts between the current data 
and earlier approaches to the sociology of professions, the following discussion seeks 
to further elaborate on some of the central theoretical concepts adopted within the 
study in terms of their usefulness for understanding the social organisation of sports 
medicine in British Olympic sport. 
 
10.4. Theoretical considerations 
 
This study has drawn upon a number of theoretical concepts in order to interpret and 
reflect upon the empirical data. These include: Johnson’s (1972) Marxist informed-
analysis of the producer-consumer relationship described as "patronage", Friedson’s 
(1970) situational critique which stresses the significance of "everyday work settings" 
for understanding practitioners’ practices and Larson’s (1977) critical examination of 
the development of "professional projects". Despite drawing upon a broad theoretical 
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"toolkit", this study was predominantly located within a figurational framework which 
was particularly sensitive to the concepts of structure/agency, interdependence and a 
notion of power as dynamic and relationally balanced. 
 
One of the central strengths of figurational theory lies in its departure from the 
theoretical problems of bridging the "micro/macro sociological gap" (Mennell, 1998: 
94). By utilising the concept of "figuration", sociologists are able to understand the 
"individual" and "society" as "two different but inseparable levels of the human 
world" (Elias, 1978: 129). By considering people in dynamic interdependence or 
"networks of interdependency", we are able to better appreciate the enabling and 
constraining features of the particular figurations in which individuals are enmeshed. 
As a departure from Friedson’s (1970) interactionist perspective, which emphasises 
the significance of face-to-face relationships between individuals, the notion of 
interdependence embraces not only these face-to-face encounters (such as those 
between clinicians and patients, doctors and physiotherapists discussed in Chapters 8 
and 9) but the relationships that individuals have with people whom they may never 
meet or personally interact, but who equally affect, and are affected by, the activities 
of these individuals and groups (e.g. members of their broader professions discussed 
in Chapters 6 and 7). This study has shown that the relational bonds in sports 
medicine are diverse, or in Elias’s terms "polyvalent" and "polymorphous" (1978: 74). 
To most adequately explain social action, relations between clinicians and their 
patients, clinicians and their parent professions, and between SEM groups and 
government organisations need to be understood. The creation of a more extensive 
and socially differentiated web of interdependent individuals and groups has grown 
out of sports medicine’s post-war development (and the early 1950s in particular, 
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when the BASM was formed) but increasingly in the last five years or so when sports 
medicine has encountered rapid professional and organisational change. 
  
To fulfil their roles within these webs of interdependence, clinicians are constrained 
to account for their own and others’ actions and the effects these may have on the 
series of links in these chains. Clinicians cannot afford to jeopardize the links that 
they have with the individuals and groups on which they depend for their professional 
status and, thus, they invoke strategies that protect their professional status both 
within sport and their broader professions. For example, in Chapter 7, we saw how 
despite a move towards a more professional organisation of health-care in sport, 
clinicians need to be understood as interdependent with other practitioners on a 
number of levels. On the one hand, practitioners may seek to be inclusive in that they 
promote the general interests of a sub-discipline in which they locate their 
professional identity but, on the other, practitioners recognise their interdependence 
with those who have traditionally formed the majority of the membership of this 
specialism but who may not have the skills and specialisation now deemed desirable 
and, therefore, effectively undermine the sub-discipline’s claim to expertise and thus 
distinction. 
 
Planned actions in the form of decisions by sports medicine practitioners hoping to 
establish a clear, coherent and legitimate sports medicine speciality may have the kind 
of unanticipated, unintended consequences that Elias (1978) argues "arise from their 
repercussions within a web woven by the actions of many people" (p. 146). It would 
be mistaken to assume that individuals bound up in webs of interaction all think and 
act in similar ways. At the heart of this thesis has been the inter- and intra-
professional tensions that have resulted from the professionalisation of sports 
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medicine. For example, the resistance and cynicism of experienced doctors and 
physiotherapists to the bureaucratisation of the profession (which may be a way in 
which they can maintain their personal integrity and self-image in response to implicit 
challenges to their former status) has been one unintended consequence of the 
development of the sport and exercise medicine profession. Thus, the development of 
this particular "professional project" should be seen as a process that is both chaotic 
and blind (Elias, 1978). 
  
The concept of interdependence is inextricably bound up with power chances. For 
Elias, power chances are a feature of all social relations and these chances are always 
a question of balance and always in flux. In sports medicine, there are multiple layers 
and complexities to how clinicians manage and negotiate the risk/pain/injury nexus. 
Clinical decisions are influenced by the dynamics of the particular work setting and, 
more specifically, the relative power of negotiating parties within these practicing 
contexts (see Malcolm, 2006b, 2009). This study has emphasised athletes’ power 
relative to clinicians through an assessment of their impact on the actions of medical 
staff, notably with regard to the prioritisation of performance goals over health. 
However, athletes are also dependent on clinicians to provide them with the medical 
services they require to meet their goals. This balance of power fluctuates according 
to time (e.g. relative to a particular event) and context (e.g. in competition rather than 
training). Thus, these data provide further illustration of Elias’s conceptualisation of 
power as interdependence.  
 
10.5. Methodological considerations 
 
Inevitably there are limitations to any research study and always the possibility for the 
researcher to reflect upon the research process in retrospect and to make 
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recommendations for future research. The following summary of the research process 
seeks to briefly reflect upon these methodological issues.  
 
As indicated in Chapter 5, a two-phase, "mixed-method" approach was carried out. 
Alongside a discussion of the practical advantages of using both questionnaires and 
interviews, this discussion explored the benefits and drawbacks of utilising these 
methods of data collection when couched within a figurational framework. It is 
important to recognise that "seeing" the research through a particular theoretical lens 
(in this case a figurational lens) influences the choice of methods, the research 
questions and the analysis and interpretation of data. In this study, a figurational 
approach allowed the researcher to ask questions that illuminated the broader social, 
historical and political processes that have enabled and constrained the working 
practices of clinicians in Olympic sport. This approach was particularly fruitful as 
clinicians were able to reflect upon the structural processes of their occupation’s 
development, their past and present experiences in various medical contexts and the 
impact that these had on the social organisation of their work, relationships with their 
peers and athlete-patients, and their treatment activities.  
 
Chapter 5 also highlighted how the research process has been guided by the 
epistemological position of involvement and detachment as a means of generating 
reality-congruent knowledge. It examined the difficulties related to "thinking about", 
"knowing", "adopting" and "maintaining" the relatively detached perspective that is 
often portrayed by figurational scholars as beneficial for the generation of reality-
congruent knowledge. Thus, during the data collection phase of this research, I was 
conscious and critical of how my prior assumptions of sports medicine, my researcher 
status as well as my position as a young, female university student affected the 
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solicitation and generation of sociological knowledge. In Chapter 5, I argued that 
figurational sociologists have tended to discuss the benefits of "detachment" rather 
than "involvement". However, more reflective, experientially based, accounts of the 
balance between involvement and detachment have been a feature of a number of 
"newer" figurationally-informed research projects. I argued that those relatively new 
to figurational sociology have demonstrated a shift in the way that involvement and 
detachment is thought about and conceived. This, in part, may be a consequence of a 
shift in methods away from historical research (often incorporating the use of 
secondary resources) and towards more "overtly involved" perspectives such as 
ethnographies, observations and interviewing as well as a reflection of increasingly 
popular narrative approaches which emphasise the importance of documenting the 
researcher’s experiences and background and how their moral and political beliefs or 
the social categories to which they belong might influence the research process. For 
example, Mansfield’s (2007) figurationally-informed research on the construction of 
gender and feminine bodily ideals in the fitness gym adopted what she refers to as 
"involved-detachment" which she argues is a more appropriate way of conducting 
feminist research that requires the researcher to be passionate about their subject at 
the same time as being dispassionate in their analysis. Similarly, Roderick (2006) 
expresses how his former "insider"/involved status as a professional footballer had 
implications for his research on professional footballers’ careers. Most notably, his 
perceptions and knowledge of the professional game meant that he had expectations 
about his interviewees’ behaviours and feelings associated with their football careers. 
Whilst being aware of these possible limitations, Roderick expressed how this status 
allowed him to gain greater legitimacy with his interviewees and establish rapport and 
trust. By the same token (albeit, at different ends of the involvement and detachment 
continuum), my "outsider"/detached status became an important tool for the 
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generation of knowledge. For this group of interviewees, this outsider status meant 
that they could talk relatively freely as I could do them no harm. Thus, my relatively 
lower professional status as a young, female, university student enabled me to gather 
knowledge which might not otherwise have been revealed. Whilst it is difficult to 
establish with any certainty why the practitioners in the current study felt comfortable 
enough to express themselves, I was relatively successful in "disarming" those 
practitioners who were interviewed and thus, the balance between involvement and 
detachment was context specific.  
 
 Whilst this study has generated knowledge from what has been traditionally 
perceived as a "closed shop", there are additional methods of data collection that 
would benefit further research in this area. Primary among these are the use of 
observations (both overt and covert) which have been successfully utilised in other 
medical contexts (e.g. Carmel, 2006). The use of observations would provide the 
researcher with an opportunity to see the work of medical practitioners first-hand as 
well as the negotiations that take place between athlete-patients and their clinicians 
and between clinicians. 
 
10.6. Extending the research 
 
Initially, this project sought to understand the ways in which pain and injury were 
experienced by Olympic athletes as well as the way in which the treatment of pain 
and injury was managed through the social interaction of athletes, medical staff and 
coaches. It was hoped that interviews with athletes would be able to provide useful 
information on the medical providers with whom they consulted, their experiences 
and evaluations of clinician-patient interactions and the respective roles of various 
health-care practitioners. However, it was felt that this additional research area was 
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beyond the scope of this doctoral thesis. Nevertheless, investigating athletes’ 
perceptions of medical services alongside those of medical practitioners are 
fundamental to understanding sports medicine care "in the round" (Goudsblom, 
1977). How, for instance, do athletes evaluate the respective treatments provided by 
doctors and physiotherapists?  
 
The impact of gender on practitioner autonomy is a further area of consideration that 
would benefit from additional research in sports medicine given that the majority of 
doctors interviewed in the current study were male (a ratio of 11:3) and the majority 
of physiotherapists female (a ratio of 9:5). Of course, it is difficult to establish with 
any certainty whether the organisation of gender roles in sports medicine echoes or 
contrasts with those in conventional medical contexts where males tend to occupy 
higher status, and females more supportive positions. Evidently, a more 
comprehensive sample of current sports medicine practitioners would be required to 
achieve an accurate ratio of male to female practitioners in particular medical roles 
and how gender impacts upon their inter professional relationships and practicing 
jurisdictions. Further research could involve a comparison and an additional 
examination of what we already know about the gendered organisation of sports 
medicine staff in other sports. For example, what is the disparity between male and 
female clinicians in traditionally "male" sports such as football? How are men and 
women represented in medicine in comparison to physiotherapy and in NHS 
physiotherapy and sports physiotherapy? And how does gender affect the way that 
clinicians negotiate treatment with athletes? As highlighted in the current study, the 
greater emphasis on formal recruitment over experience may serve to break down the 
gender bias that has perhaps existed in certain contexts. 
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The current study offers a unique contribution to knowledge on the practising 
autonomy of physiotherapists in sports medicine and a potential stepping stone for 
further research in this area. As a reflection of the limited challenge physiotherapists 
have posed to medical autonomy previously, data on physiotherapists has been 
neglected from the sociology of medicine literature and literature relating to the role 
of physiotherapists is particularly limited (notable exceptions include Larkin, 1983, 
Øvretveit, 1985 and Barclay, 1994). Increasingly however, physiotherapists are 
becoming central figures in sports medicine health-care. Indeed, comparable to data in 
professional rugby particularly (see Malcolm 2006a, 2006b, 2009), the current 
research highlights how physiotherapists have carved a niche for themselves in sports 
medicine and are enjoying relative success. Their responses to the academicisation of 
sports physiotherapy, and development and expansion of more formal qualifications 
may be seen as a manifestation of their fears of the potential erosion to this status. 
 
10.7. Final thoughts and contributions to knowledge 
 
This thesis represents a unique contribution to the sociological literature on sports 
medicine. The findings presented here have helped to understand the complexities of 
developing a sports medicine professional project. It has contributed to knowledge 
about the practices of sports medicine by investigating a new group of practitioners 
not previously examined who are responsible for providing medical support to 
different athletes than have been represented in previous studies. Clinicians in the 
current study are also recruited in different ways. Methods of recruitment and 
appointment have been more rigorous and more consistent than previously 
highlighted.  
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The relationships between doctors and physiotherapists outlined in the current study 
have further enhanced earlier theories of professionalisation. The current study has 
exposed various divisions in the professional projects of the professions of medicine 
and physiotherapy separately as well as the professional development of a joint SEM 
speciality. The current data have highlighted how the professional projects of doctors 
and physiotherapists are combined (in the sense that they want to develop a core SEM 
identity) at the same time as being separate in their quest for what they believe are the 
essential skills and qualifications needed to be good sports medicine practitioners. 
These data also emphasise the vulnerability of doctors in this context where 
physiotherapists appear to have considerably more autonomy. Taken together, these 
themes further illustrate Elias’s notion that conflict and consensus are equal partners. 
 
Finally, whilst this study did not seek to make policy suggestions about the current 
state of sports medicine organisation in UK British Olympic sport, these data have 
practical implications for the provision, organisation and practices of sports medicine 
in British Olympic sports. The current study has outlined what sports medicine 
practitioners are currently achieving in terms of their formal organisation and their 
typical medical practices. Attempts have been made to enhance the care that athletes 
receive in UK Olympic sport by creating a more centralised and professional system 
of medical service organised around a core sports medicine speciality identity. Given 
its embryonic development, however, there remain issues related to the current 
structure of SEM and, in particular, risk associated with the inter- and intra- 
professional relations between the various groups currently involved in this area of 
medical practice. 
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Questionnaire for Doctors of the British Olympic Association 
Committee 
 
 
About You 
 
1) How long have you held the position of BOA committee member? 
 
Years……….... 
 
Months.............. 
 
 
2) How many sports do you currently represent? 
 
……………... 
 
 
3) How were you recruited into your current position(s) within the sport(s) you 
represent? (please tick all that apply) 
 
Replied to an advertisement in a medical journal                                     
 
Replied to an advertisement in another journal/newspaper                       
 
Internet                                                                                                       
 
Through a personal contact with an administrator, coach, team Doctor    
(please specify the nature of contact e.g. personal friend/relative) 
 
Through a personal contact with athlete(s)                        
 
Other                                                                                                            
 
Please specify 
 
………………………………………………………………………………….. 
 
 
4) Were you interviewed for the post? 
 
Yes                      No          
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4a) If yes, by whom were you interviewed? (please tick all those that apply) 
 
An administrative member of the club/sport         
 
A member of the coaching staff                             
 
A member of the existing medical team                 
 
Other                                                                       
 
Not Applicable                                                        
 
Please specify 
 
………………………………………………………………………………………….. 
 
 
5) How would you describe your main duties? 
 
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
.......................................................................................................................................... 
 
 
6) Do you have a written job description? 
 
 Yes                     No          
 
 
7) What would you say are the main reasons why you undertake the role of a 
NGB doctor? (Please tick all that apply) 
 
Payment                                   
 
Occupational Experience        
 
General interest in sport          
 
Other                                       
 
Please specify 
 
………………………………………………………………………………………….. 
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8) How are you rewarded for your services? (please tick all those that apply) 
 
Salary                                               Free attendance at sports events      
 
Consultation fee                               Other                                                
 
Please specify 
 
………………………………………………………………………………………….. 
 
 
9) Which of the following training events does your NGB organise for Doctors? 
(please tick all those that apply) 
 
Medical training                              
 
 Ethical issues                                   
 
 Pre-event briefing                            
 
 Anti-doping training                        
 
 Other                                                
 
Please specify 
 
.......................................................................................................................................... 
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10) What is your primary source of employment? (see star*) 
 
Working with the NGB/EIS                                   
 
Private sports medicine practice                             
 
Hospital practice (please specify area of practice)  
 
.............................................................................................................................. 
 
Public health                                                            
 
General practitioner                                                 
 
Other                                                                         
 
Please specify 
 
………………………………………………………………………………………….. 
 
* If it would be easier, please express your working practice in different areas as 
percentages below. 
 
.......................................................................................................................................... 
 
 
11) Do you have any postgraduate qualifications in Sports Medicine? 
 
Yes               No       
 
 
11a) If yes, please provide date(s) awarded? 
 
 Year(s)…………………......................................................................................  
 
 
12) How many sports-related CPD events have you attended in the last twelve 
months? 
 
........................ 
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12a) Please give titles and approximate dates of the five most relevant sports 
medicine training course you have attended  
 
Titles                                                      Approximate Dates  
   
………………………………….          ……………...  
………………………………….           ……………..  
………………………………….           ...………….... 
………………………………….           ……………... 
………………………………….            …………….. 
 
 
13) Please list the sports in which the athletes you have treated participate  
 
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………… 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 318
Your working practice 
 
14) In general, how often do you see athletes from the sport(s) you represent? 
(please tick one) 
 
Daily                                                      
 
Weekly                                                   
 
Twice Weekly                                         
 
Monthly                                                  
 
Other                                                       
 
Please specify 
 
.......................................................................................................................................... 
 
 
15) Which of the following most accurately describes the normal method by 
which you keep in contact with athletes? 
 
Regular fixed appointments                         
 
When a coach requests                                 
 
When an athlete requests                              
 
When a physiotherapist requests                  
 
When another medical Doctor requests        
 
When referred by another sports scientist 
(e.g. nutritionist, masseur, S&C Coach)        
 
Other                                                              
 
Please specify 
 
.......................................................................................................................................... 
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16) In which of the following would you normally consult with athletes from your 
team? 
 
 EIS/OMI                                           
 
Training ground/sports club              
 
Hospital/surgery                                
 
Athlete’s home                                  
 
Your own home                                 
 
Other                                                  
 
Please specify 
 
………………………………………………………………………………………….. 
 
 
 
17) Which of the following most accurately describes how you maintain 
communication with other medical staff working in your sport(s)? 
 
Regular personal contact                    
 
 A regular newsletter                           
 
 Regular telephone contact                   
 
 Email                                                   
 
 Rarely, if ever                                      
 
 Other                                                    
 
Please specify 
 
.......................................................................................................................................... 
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18) What sporting events do you normally attend? (please tick all those that 
apply) 
 
Training                            
 
Domestic fixtures              
 
International fixtures         
 
Other                                  
 
Please specify 
 
………………………………………………………………………………………… 
 
 
18a) How many days per year do you attend these events? 
 
Event                              No. of days 
 
Training                               
 
Domestic fixtures                
 
International fixtures           
 
Other                                    
 
Please specify 
 
………………………………………………………………………………………… 
 
 
19) Whilst acting as a NGB doctor, have you been involved in the recruitment of: 
 
Other Doctor(s)                              Yes                            No       
 
Physiotherapist(s)                          Yes                             No       
 
Other health care provider(s)         Yes                             No       
 
Please specify 
 
………………………………………………………………………………………….. 
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19a) If yes, what was your role in the recruitment? (Please tick all those which 
apply) 
 
Drew up a job description                 Recommended someone             
 
Sat on an interview panel                  Personally selected someone      
 
Other                                         
 
Please specify 
 
…………………………………………………………………………………………. 
 
 
 
20) What do you consider have been the most significant changes in the provision 
of sports medicine over the last 10years? 
 
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
.......................................................................................................................................... 
 
 
Future practice 
 
21) What changes would you like to see made to enable you to do your job more 
effectively? 
 
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………… 
 
 
22) What changes would you like to see made in order to improve how the BOA 
committee coordinates? 
 
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
………………………………………………………………………………………… 
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23) What changes do you envisage regarding the provision of sports medicine in 
the run-up to the 2012 Olympics? 
 
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
........................................................................................................................................ 
 
 
24) Are you: 
 
 Male                            Female          
 
 
25) To which of the following age groups do you belong? 
 
Under 30                              30-39                   
 
40-49                                      50-59                 
 
60+                         
 
 
26) It would be helpful if you could provide us with which sport(s) you represent 
on the BOA Committee.  
 
………………………………………………………………………………………….. 
 
 
Would you be willing to be contacted again to take part in a short interview? 
 
 Yes                                          No        
 
 
If yes, please provide a contact number below: 
 
………………………………………………………………………………………… 
 
 
 
Thank you for your time 
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Doctor 
 
The interview begins with an informal chat on the benefits of being an outsider 
to sports medicine whilst conducting a research project... 
 
Interviewer – It is important to be outsider really and that is the benefit that I have 
because I know very little  
 
Interviewee – You have got no axe to grind 
 
Interviewer – Yes, I just take everything at face value which is a really good position 
to be in and a good way to start. The problem that I do have comes from the previous 
research and trying not to agree or disagree with it and trying to prove or disprove 
what the previous research has said.  
 
Interviewee – Obviously in research you normally have a hypothesis or a question, 
something you want to test. Have you got anything like that? 
 
Interviewer – I think we would couch the questions in different terms because the 
study is qualitative and I would not say that I have something fundamental that I am 
out to prove or disprove but I certainly have ideas, and those ideas come in response 
to the football and rugby research done on sports medicine staff. The football research 
particularly was highly critical of the working practices of and the recruitment and 
appointment of sports medicine staff, particularly the ‘old boys network’. I think that 
it would be unfair to say that all sports medicine was like that and I think that sports 
medicine per se is going through very important changes that need to be reflected 
upon, that is, the growing professionalization of sports medicine. Obviously there are 
going to be criticisms with any job and any area of employment from those working 
within it. 
 
Interviewee – Yes 
 
Interviewer – You have been in sports medicine for a long time now. How did 
you first get involved in it? 
 
I was an athlete so I knew what it was like to be at the receiving end of it and [name 
removed] who works here was my team doctor when I was [an athlete]. So I saw that 
there was a speciality called sport and exercise medicine even back in the early 
eighties and although those people doing it were from a general practice background 
and I wanted to go and do general practice so I sort of thought that the quality of life 
and interest was more than in hospital medicine and so I went and did my GP training. 
It just so happened that the British Olympic Medical Centre opened up here at 
Northwick Park in 1986 halfway through my GP training so I came down and said 
‘can I do some research?’ I started doing some research here and basically the rest is 
history, you know, it just went on and on from there.  
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Was it like it fell upon you rather than it being a planned career?  
 
Yes. You sort of knew about it and you thought yes I want to be involved with 
looking after athletes but to really get a career in sports medicine was sheer luck 
because this place opened when I was doing my training.  
 
Would you say that nowadays there is more of a career pathway or structure to 
get one into sports medicine? 
 
Oh yes it has completely changed yes. Although having said that in 1985 or 
something like that when the diploma in sports medicine first started and I did that in 
1988-1989 so there was that so there was at least a qualification for sport and exercise 
medicine but there was no career path or anything. Now, we are training registrars 
here and one is just next door and we have fifteen or sixteen registrars training in 
London and lots of those become consultants for the next two, three, four and five 
years. So there is something of a career path or at least there is a proper training path 
but there is not a set career as yet and most people have a port-folio of the jobs in 
sports and exercise medicine they do. So the next big challenge is having people with 
proper full-time jobs, a significant number of them in the NHS, that will really make a 
difference. It is not so central in all sports but it is on the periphery really important 
because that means you have got the research, training and the backing for the few 
people who are in elite sport.  
 
Do sports medicine doctors do general medical training and then specialise? 
 
Yes absolutely. Sport and exercise medicine pitches itself in, and there was a lot of 
controversy on this, as a branch of general medicine. So you would do exactly the 
same training as a cardiologist, or a rheumatologist or a respiratory specialist and you 
get these general medical specialities. Then after you have been training for two basic 
years and two further years at the end of ST2 as it is called, you then make your 
decision. Are you going to be a cardiologist or are you going to be a sports and 
exercise medicine specialist? That’s when you do your four years training to go 
through to speciality status.  
 
And how many sites are there where you can do this specialist training? 
 
Not enough! As I say we have got the east and west rotations in London and that’s 
basically because we have got the Olympics coming here. The deanery here basically 
puts the resources behind the whole thing so it manages to get going. But there are 
probably only another half dozen around the whole country. I think over the next four 
years or so more will appear but at the moment it is a bit London central. I mean the 
other huge thing personally for me and I think for elite sports medicine has been the 
establishment of the English Institute of Sport. I work two days a week for the EIS 
and that was probably what enabled me to go full-time. It wasn’t until the EIS was 
created in 2002-2003 that I was able to go completely full-time.  
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I wanted to ask you about the EIS and its comparisons with NGB doctors who 
seem to more likely be GPs or in hospital practice full-time and do the sports 
cover part-time. 
 
Yes 
 
What do you feel has been the impact or what implications have there been for 
sports medicine after the development of the EIS? 
 
It has undoubtedly professionalised it. There are sixteen or so doctors in the EIS. 
Some are in just one session a week, some of them are in almost full-time. I am 
average doing two days so I am effectively full-time. The great thing about the EIS is 
that it manages to have really good CPD and you have the chance to see people from 
other sports. So next door you have got [name removed] who is a fantastic sports 
medicine doctor but he is the other really professional sports doctor who is totally 
sport specific. Now he also, thank goodness, works a session for the EIS so that gives 
him access to other things which is great. But [name removed] – he is the [sport 
removed] team doctor he is another one who is really a full-time professional in sports 
medicine but totally in one sport. So you have got some sports who employ their team 
doctor and they are absolutely flat out full-time, other sports where the team doctor’s 
very much part-time and they do their hospital bit, and you have got the EIS bit where 
a lot of doctors in the EIS wear two hats as well. I am the doctor for [sport removed] 
as well as being an EIS doctor. [Name removed] who you have talked to already, he is 
the doctor for so many sports but actually full-time in sports medicine. Undoubtedly, 
when the EIS was formed it was quite a threat to those team doctors. Since I have 
become chief medical officer in 1995 I remember the chief executive then of the BOA 
saying ‘look, the one thing you have got to sort out is the team doctors’, because you 
may think that some of them are part-time and not particularly specialist but back then 
it was a real honorary post you know and some weren’t being effective team doctors 
at all. That has changed a lot over the years and we have got a lot more 
professionalised but the trouble is, the change, I mean the EIS had a very big change 
in that and it has been quite a threat to those who were there. There is a danger of 
cutting off your nose to spite your face.  
 
There have been a few doctors that I have spoken to who seem to be ‘out of the 
circle’ so-to-speak. Examples where doctors felt they were on the periphery in 
sports may be in ‘minor sports’ in comparison to others. They explained how 
they didn’t seem to engage with other doctors from other sports. Does the type of 
sport impact upon how integrated the doctors are? 
 
Yes hugely. If the sport can’t afford to send the doctor away with the squad or get to 
the training sessions or it doesn’t happen but for some reason the doctor is there 
anyway so they have got regular contact then the whole thing becomes a bit 
ridiculous. And then they are not doing stuff within their sport, they don’t get to come 
to committee meetings. For years now [there has been] committee meetings at the 
BASEM congress so they can actually get their CPD, meet other doctors in sport and 
exercise medicine and have our meeting and so they feel part of the team. But it still 
amazes me the number of doctors who just turn up for the meeting and don’t go to the 
actual conference it is extraordinary. I know people are very busy but really the whole 
point of it you are supposed to stay for dinner and interact and it snowballs from there 
 329
so they can feel part of it. I have to say you go to the doctors who are very part-time 
and that is a challenge but still, with a bit of effort, they can still become part of it.   
 
Since the emergence of the EIS, has there been a type of filtration occurring with 
the types of doctors you would like to be involved in sports medicine?   
 
Yes, yes it has definitely changed. The other thing that has happened is the sports 
have become more professional, so rather than having no resources whatsoever and 
they just have to take the gift horse without looking at it in the mouth they can now 
say ‘right, we are going to put some resources into medicine or at least provide you 
with some resources so let’s pay your expenses perhaps or some may pay an 
honorarium’, and you can really pick and choose who your doctor is going to be. So 
there has been a bit of a turnover with some of the doctors and they have started to get 
more appropriate sports medicine qualified doctors who pose...and the other 
fundamental problem is that there are still not enough experienced, qualified sport and 
exercise medicine doctors. So our registrar training, two of the doctors who have only 
been going a year have already been snapped up and they have not even finished their 
training and we have had to make compromises like extend their training by six 
months so they can go part-time so they can fulfil the needs of the sport. It is great for 
them and great for the sport but it just shows how desperate people are. You know up 
until that there has been no route to this and at last there is.  
 
Do you also think that some people aren’t as attracted by sport and exercise 
medicine as it might still have that element of part-time wage attached to it? 
 
You never get into sport and exercise medicine to make money, that’s the trouble. I 
mean you can make some money out of musculo-skeletal medicine, so you run 
injection clinics and back pain clinics and things like that. Sports medicine is much 
more challenging but you have people who have great vision in the private sector both 
doing exercise medicine- so you get your 55year old diabetic with heart disease and 
you set them an exercise programme and the injuries as well. So you can make some 
money out of that. So there are three clear routes these doctors go in: one in the NHS 
where we get to see what happens then; one is in the private sector where they treat 
ordinary people and the other is sports medicine.  
 
Do you think that you need more elite sport centres around to make accessibility 
better? I have got the impression that it can be difficult for athletes to get a good 
continuity of care because unless they are EIS funded athletes who have got an 
EIS centre near to them geographically then it may be a case of who does that 
athlete turn to. How would you comment? 
 
I think it would be difficult to justify any more EIS centres. You have got nine already 
and they did start trying to do it. Because I work at [location removed], theoretically it 
covers all of the [location removed]. They were setting up service provision towards 
[location removed], which is fine but it’s miles away. There was three [sport 
removed] players who lived there or something and you just can’t get the same level 
of excellence. So I’m afraid I’m a great believer in you have the team doctors who are 
there for the day-to-day, making sure people don’t fall through the net and the ringing 
for advice at all times and they are the gatekeepers and they are the ones who say 
‘right, you need to go and see someone and this is where you go’. Then you have the 
centres of excellence where you have your team on site where you have got the 
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physios, the strength and conditioning coaches, physiologists, nutritionists, 
psychologists and where it is as much of a one-stop shop as possible. Then I would 
see my...well at [location removed] it is pretty much on the coalface of a number of 
sports. [Sport removed] train there, [sport removed] are based there quite a bit, [sport 
removed] are really big there and one or two sports are obviously in and out like a few 
[sport removed]. And really they treat that almost because they are training around 
there as their general practice. That’s the way it happens and that is easy for them, but 
you are right, if you are based in [location removed] it is tough. So I think in sport, 
and the sports have to make this decision, I think UK sport have this vision where 
there are super-centres and they wanted to reduce it to four but I think that is a bit 
ambitious. So you have four and the sports, because the services are so fantastic, the 
sports will all migrate towards near those centres of excellence. So they feed off the 
other sports, they see what the other sports are doing and you have got these institutes 
basically. I don’t think you can provide, you know, elite sport and exercise medicine 
service...I think nine is too many in fact. Then I see the Olympic Medical Institute as 
being one step further on from that multidisciplinary cohort thing. You have got a 
multidisciplinary team but you have got the residential rehabilitation but you have got 
the hospital. So you have got all of the resources at the hospital that you can call on 
and you can have the athletes here in a calm environment where you can just take 
them through rather than a frenetic everyone rushing around straight from the playing 
ground with muddy knees all happening! 
 
You mentioned before that you were involved with lots of different sports, is it 
very necessary to have a good knowledge of those sports? 
 
Ye I really helps. Erm, I would take out the very and say it was necessary. Then it is a 
matter of to what level. I mean in the curriculum it says you have to have knowledge 
of the common sports injuries, usually about twenty-five or so. We have debated you 
know like in training how and what does that knowledge mean? Do you just turn up 
for a session and watch them play once or is it that you are attached to a team for a 
year? I think it is somewhere between the two isn’t it. As long as you have a concept 
of, say synchronized swimmers, you know like everybody else we are prejudiced 
towards synchronized swimming; it’s all about make-up. But then you see them do it 
and you see them at a training session and you realise you know this is really hard 
work. A lot of repetitive strain injuries and other challenges that they have got to go 
through. There is a lot of cross-training as well and then you can talk to the athlete in 
the language that they understand so you can talk about the scissor kicks and things 
like this and they have then got some confidence in you as well as you being realistic 
about the rehab programme that you set them as well. 
 
I have had discussions with doctors who are working with numerous sports and 
they have discussed how they may favour one or two sports over the others that 
they work for... 
 
Yes absolutely and I don’t think there is any problem with that and that’s what the 
sports want. If they wanted someone full-time then they would have them full-time 
and the doctor would have nothing else. That’s not going to happen with me even 
though I love [sport removed] and that is my passion and all the rest of it. [Sport 
removed] have gone down that route with the doctors, almost ninety per cent of their 
time is spent with that one sport. And that’s fine if that keeps going for a year or two, 
but after a couple of years, and that is what happened to poor old [name removed], 
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you basically just burn out. You basically get sucked into the minutes of that sport 
that you can’t keep a level of objectivity and it is just too harassing. I think that the 
EIS structure can provide some protection for the team doctors from getting sucked in 
like that. (inaudible 19.14). On the other hand, to have a really detailed knowledge of 
the sport is fantastic but a lot of people go from sport to sport. You have got sport 
removed] as well and [name removed] has been with [sport removed] for a long time 
and is a fantastic expert and has had a huge amount of experience and has done a huge 
amount of research and things and they are into our professional sports as well so 
people do move around slowly but I don’t think there is any reason why they 
shouldn’t do that. So specialising in tennis for a while and then they might go to 
cricket etc.   
 
Do you have a base knowledge or a catalogue of skills that can be applied to any 
sport?   
 
A lot of it is generic and it doesn’t take long to pick up the sport specific stuff. You 
can never know everything about the sport and to get a real, real feel for it but you can 
pick up most of it within a few weeks. You really can with a lot of sports apply your 
knowledge. 
 
In terms of the sports medicine qualifications, is it still just the diploma or is 
there something more advanced now? 
 
I mean there will be this, well I don’t know if you can call it a qualification or not, but 
you can be regularised as a consultant specialist in sport and exercise medicine 
through the national health service. That’s called a CCT (Certificate of Completion of 
Training). There is no exit exam, so there is no fellowship exam because that’s gone 
out of favour in medical education. So they have to have this diploma that you talk 
about by the time that they have been training in the last two years. There is 
continuing assessment all of the time but there is no final exit exam. Then they 
automatically become a fellow when they have got that speciality status. So there 
must be one hundred or so doctors who have been made fellows in the faculty of sport 
and exercise medicine or maybe as a sort of honorary thing and then from now on it 
will be people who actually get onto the specialist register and become fellows.  
 
What are your relationships like with other doctors in other sports and 
physiotherapists? Do you see and talk to those people often?   
 
Yeah, quite a lot. Or communicate would be a better word as a lot of it is by email and 
certainly until I gave up being the [position removed] and [name removed] took over 
it was an awful lot, but now it is still quite a lot just because that is hanging over. 
Probably more the doctors than the physiotherapists. So the physios I communicate 
regularly with are the ones I work with, so here or at [location removed], and all 
within my sport. We have a catch up once a week which is where the [sport removed] 
train. 
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In terms of the BOA medical committee and the physiotherapy forum, I 
imagined that the members of these groups would be the leading individuals in 
the medical features of their sports. This doesn’t seem to be the case, however, 
and it appears that the members are very mixed in terms of their experience, 
qualifications and expertise. Can you explain this? 
 
Are you talking about the BOA Medical Committee, or the physiotherapy forum or 
both? 
 
Both, however I feel that it is more applicable to the physiotherapy forum as 
there doesn’t appear to be a great attendance. 
 
No, that’s why when you mentioned forum because they have named it a forum now. 
I have always been against that because for some reason it is almost saying well this 
isn’t so important after all so it’s not surprising that people aren’t going to treat it as 
so important. But that’s the other thing we struggle with is the BOA do not pick who 
is placed on the committee (BOA Medical Committee more than the physiotherapy 
forum), that’s up to the sports. So the sports nominate and of course if the sport is a 
small sport who is desperately trying to sort themselves out, the last thing on their 
mind is nominating someone for the forum or the medical committee. So, it’s like Jo 
Bloggs who has been doing it for fifteen years just carries on and nothing changes. 
The fact that the now and again people and the few who never came, I will 
occasionally write to the sport and say look, would you like to nominate anybody in 
particular to attend the BOA medical committee, you have a governing body 
doctor...blah, blah. There is about three sports who haven’t even got a governing body 
doctor either; they haven’t got any kind of doctor attached to them at all. But it is a 
case of another thing that lands in your tray, or the poor person who is writing for the 
sport from their kitchen table; it is not a priority and I can actually sympathise with 
that. So that is a challenge and so you have got people who are there by accident – 
maybe their son or daughter did the sport and they got into it then. The son or 
daughter has dropped out of the sport or they have finished competing and they have 
not had any more contact but their name is still on the list and it never gets taken off. 
That’s almost the worst side isn’t it but I think you have now got the majority who are 
really very actively involved. And I don’t really know about the forum because I’m 
afraid I hardly ever get to it but my impression is that it is just a small group of maybe 
six or eight of them who seem to get together and it is almost like a little discussion. I 
think the physiotherapists could be more dynamic and active in that. It is very 
interesting and I am sure that there is some frustration there because I hope that, and 
yes there is a lot of information that you are just handing over which is the same BOA 
medical committee as well, but it is a chance to say how they think the thing should 
be run, what services they think they need or what the BOA should be doing or how 
to handle the next games etc. 
 
Do you find that people are open with their opinions? 
 
A few people are. There probably is a difference between physios and doctors and 
doctors love giving their opinion. So you get five people who all give a different 
opinion and another six will give you a different opinion just for the hell of it, so yeah 
there is probably about a dozen or so team doctors, and I don’t know if you picked 
them up at the meeting, who will just give opinions because they like to give 
opinions. One or two will give very considered opinions and a few will just never say 
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anything at all. It is a huge, great group so quite intimidating if you are not confident. 
So that’s why it is so important that people hang around as then you get to have a 
good chat afterwards and they get your email etc. 
 
If we move onto another area which is trying to get an understanding for the 
medical advice that you give athletes during competition (such as the Olympics) 
compared to advice you give them out of competition. When we discuss 
something like the Olympic games, it is a four yearly event that is important for 
athletes and they may not get many chances to compete at a games in their 
athletic careers. How might your injury advice differ when an athlete sustains an 
injury out of competition to when they are in competition? 
 
Well we would take more risks and there are lots of examples of that that people have 
talked about. One of the most famous ones was one colleague who injected on three 
occasions a [injury removed] and it ended up that the athlete [information removed] 
but couldn’t train for eleven months. Although the athlete would have thought that the 
doctor had done the right thing because it is once every four years. Undoubtedly [the 
athlete] would have normally rested that and [the athlete] probably had a [injury 
information removed] but they didn’t want to scan it because they didn’t want to 
know (interviewee chuckles)! You just keep people going in that situation. But it 
depends on what sport as well; if it was the tennis player Andy Murray, if he actually 
does end up at the Games, that’s not his priority to be honest, his priority is 
Wimbledon and other things isn’t it. He is there [the games] just because he is there 
and so you wouldn’t take the same risks with him because it is a once in four years 
opportunity. 
 
Is it important then that the doctor, and physiotherapist for that matter, knows 
what the athlete wants and what their priorities are? Is this discussed?  
 
Has to. Whatever situation you are in it has to be the informed consent and you can 
also bring in, with the athlete’s permission, the coach as well. That’s so you can really 
know what the situation is and you can make sure that if you are taking a risk either 
with their medium or long-term health they really know what they are doing. There is 
quite a good paper and you can probably access it on the IOC website which is the 
IOC Medical code, which I was part of the team putting that together. That is all about 
protecting the health of the athlete. So one of our responsibilities is to, just because 
the athlete will do anything because they want to compete, is to decide where you 
draw the line. Is it really unsafe and could damage their long-term health and that’s 
important. Trouble is, if you are not careful they are just going to go and seek another 
opinion. 
 
That has been brought up a lot actually by other interviewees. Is it that athletes 
will just seek what they want to hear? 
 
Yes.  
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Being a doctor, your primary concern is the health of a patient but I wonder if 
being in sports medicine and having to take necessary risks to get athletes 
through competition is something that is unique to sports medicine and it is not 
something that you would risk with Jo Public.  How would you comment? 
 
Oh yes I see what you mean. It’s about optimising their health first and then their 
performance. I think it is very important that sports doctors see it that way around 
because you are not going to bellhop to optimise their performance unless you 
optimise their health. There are occasional situations where you just go for it and the 
athlete knows that this is wrong and there is a risk to accelerating the rehab this 
quickly but then it is not the end of the world and if it doesn’t work, well we will just 
have to take the three or four months instead of the two it would have taken and 
everyone is prepared to take that risk so I suppose the answer is yes you do [take 
risks] but you have to be absolutely sure that you know and they know the risks that 
you are taking. 
 
How do you negotiate that tension between the health and the performance of 
the athlete? 
 
Well the first thing you do is ask the athlete what their priorities are and what they are 
going for. So you get a feel for...normally they say ‘oh I’ve got to get to training this 
afternoon’. And you get that into perspective first of all and it’s not the end of the 
world and then they have got a competition next weekend and then you get down to it 
and what they are really aiming for is selection in six weeks time. So you look for 
something which is a reasonable goal and then you can set the rehab through to that 
goal. So there is always that and there is always going to be a tension between how 
long you think the hamstring strain say is going to get better, and what their 
aspirations are and how critical that aspiration is. That’s where the judgement comes 
in. And you can say ‘well if you go to that particular world cup in three weeks time 
there is a real risk that you will break down. But, if you can follow the rehab 
programme for six weeks and go to the second world cup in six weeks time, you will 
probably be alright’.  
 
So is it all about informing the athlete of the risks and benefits of every course of 
action? 
 
Yes. Yes because if you don’t they will go out there greedy to train and they will do 
it. And as it is you always think you will give them this programme and you write it 
out in a bright, clear way and they know exactly what they should be doing and they 
come back and they say ‘oh well I tried a ten mile run’! (Interviewee gestures his/her 
astonishment). And sometimes they get away with it of course! Of course you don’t 
know, it’s all percentages. 
 
You have mentioned that the interactions between you and the athlete is a 
negotiation and you also mentioned that you sometimes bring the coach into this. 
Do you also have a physiotherapist on hand? 
 
Yes, yes, if at all possible. And I suppose that is the core of that team, of the team in 
most places that I work with the sports doctor as well as the physiotherapist. And 
certainly we will also work very closely with the sports scientists, with the 
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physiotherapists and they are very involved and the nutritionist and the psychologist 
as well. So you will use them in certain rehab situations. 
 
Have you had any experience of when an athlete has withdrawn information 
about their injuries? 
 
Yes. I mean my...well what I say I don’t know if it...trouble is it narrows it down but 
what I will say is a sport [interviewee cannot reveal the sport in question] where they 
knew they had a medal prospect and it was a team sport and there was one person in 
that team who had an injury – a relatively minor injury – but he was undoubtedly 
affecting the performance. This was quite a few years ago, over a decade ago for me 
now. They didn’t go to their team physiotherapist because they, I think rightly, 
thought that the physiotherapist would just immediately talk to the coach and they 
would be deselected. They came to me and said ‘look I’m injured, I know I’ll be 
alright, I know I’ll be fine’ and because they desperately wanted a chance at winning 
a medal and it was understandable isn’t it. And so I had to treat them and because it’s 
medical confidentiality isn’t it and I couldn’t tell anybody and the team came fifth and 
probably because of that person. And that’s really difficult. And there was someone 
on the wings who could have stepped in. So the athlete is making that call for his 
benefit and not the benefit of the team. Then you see other situations where there is 
fantastic selflessness. I have seen it in a [sport removed] team where someone, they 
were there at the Olympics and they withdrew voluntarily because they knew they 
weren’t right and gave someone else their place. I mean once every four years and 
they do that. 
 
Do you think it is personality? 
 
Yes and there is your honesty and the small traditions of the sport and all sorts of 
things. But most people I’m afraid are fundamentally in that situation are bound to get 
selfish aren’t they. But I always use that story that I told you to highlight that the 
coach really should have picked up that the athlete wasn’t performing. I did give one 
or two hints...well not hints because I couldn’t give hints but I would ask ‘how are all 
of the team going?’ and he would say ‘fine’ (interviewee laughs and then lets out a 
sigh). 
 
Do you tend to have good relationships with coaches? 
 
Yes tend to. Again, that can sometimes be, you know it is never going to be perfect 
because again there is always going to be potential conflicts. I’m turning around and 
one coach always used to joke to everyone and say ‘oh here is stormcrow [name 
removed]’ as I always used to ring up and say ‘oh I have seen such and such today 
and he is out for two weeks’ and they would go ‘oh not another one’. And of course 
it’s not me who is injuring them it is the athlete and coach! But most of them are 
pretty good. Some of them, because you are never going to be completely right all of 
the time but if you make a wrong call they will never forgive that. So that puts you 
under a lot of strain. Mostly they know that you are giving an opinion and as long as 
you are open as you possibly can be with the athlete’s permission about the risk and 
benefits and say ‘look, the chances are it’s going to be this but this may happen and 
watch out for this’. And what they want is a plan; a definite plan and they will follow 
it. They will grab it and say yes we will do that, that’s fine we can work with that. 
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Do you or have you felt under pressure by the coach to put athletes in the team 
or in the competition because the coach wants them? 
 
Oh I see what you mean. Yes I do absolutely and particularly in [sport removed]. 
That’s the biggest sport that I look after because I am not looking after [sport 
removed] or [sport removed] particularly and there must be similar pressures there. 
Yes they desperately want someone in the crew and then you just have to...and often 
the other thing is the athlete is often desperate to get in the crew too so you get it from 
both ends. 
 
How would you or do you go about managing that? 
 
I just have to be as honest as possible. And just say yeah this is what is happening and 
give all of the treatment options as well. Because sometimes you wouldn’t in normal 
medicine you...I mean we would probably go over the top a bit in the amount of 
information that we give [in sports medicine] in all of the things that could be done. 
And the other challenge we have in sports medicine is we have the fringe medicine 
side and quite often some of the stuff that we do there is far different levels of 
evidence and it is poorish evidence because it is not all randomised controlled trials, it 
is expert opinion and it is based on people’s experiences and things like this. And we 
just sort of audit, which isn’t very strong and a lot of it is based on opinion and then 
you have got different practices within the sixteen doctors within the EIS or within the 
team doctors that you talk to. You know, I really don’t use Traumeel at all and [name 
removed] swears by it. You know, everyone will practice a bit differently but those 
doctors were very used to working like that but I think that is quite difficult for 
athletes and coaches and so we have to be quite sensitive to that. And the other thing 
that we are just beginning to get a bit better at which we should use much more is 
second opinions. Everyone is a bit precious naturally about their athletes and they 
don’t want to be looking after someone and think what if I sent them off to see [name 
removed] next door then I am admitting failure and defeat and all of the rest of it 
because you are not. And actually, since I had started doing it more and more you 
actually realise how much it strengthens. The coaches and athletes then trust you even 
more and it is really good with your relationships with other doctors as well so it is 
very good. If you don’t do it then you are almost seeming embarrassed and protective 
about the strange things that you do. And there is a very good method that another 
person said, that we worry about being sued and all the rest of it but if you think can I 
stand up, and I always think this when I’m doing anything, and justify this in court 
and would a reasonable number of my peers support me and if they would then that’s 
fine.  
 
Do athletes pressurise you to give them pain killing injections and methods of 
anaesthesia? 
 
Not so much with pain killing injections because we have got lots of pain killing 
things and if they are suffering pain they want function. But the thing we get 
pressured to do, and I had it this morning, is things like iron injections. And there 
again the evidence base is not great. Here is someone whose haemoglobin is just a bit 
borderline, you would normally say a good dietician but they want a quick fix. And so 
you are under a lot of pressure to give them a quick fix.  
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In those situations would you say that you would err towards the side of the 
athlete or towards what you think is best? 
 
 Again, it is just being as open as possible and saying well this is what I think. But in 
the end I am helping them as much as possible and I will rationalise it myself like I 
did do this morning and I did give the injection but this person had seen a dietician 
and there was a few warning signs in the things that they had said where the food 
might not have been perfect and were convinced that this ferritin, these iron stores 
were the problem. So I said to him ‘well if you fix this then the deal is you need to get 
the rest sorted out’. So we gave him the quick fix and then there is no excuse as he has 
got to do the rest. I know it is slightly the wrong way around but it keeps them happy 
and if you turn around and say no, you know the traditional consultant attitude of no, 
no, no then again they will just bounce off to someone else and get someone else to 
give their injection. 
 
 
Do you find athletes have a good knowledge of their own bodies? 
 
It’s completely variable. It is fascinating. Well of course all [sport removed] are 
incredibly intelligent (interviewee laughs)! Quite a lot of them are from a sports 
science background so they will have quite a bit of knowledge but some are 
completely clueless.  
 
Would you say that athletes have a better knowledge of their bodies than Joe 
Public? 
 
Yes, if we link it to general practice and the stuff I did at the beginning then yes, far 
more knowledge. And that’s challenging but in a good way I think. And of course 
they are much more motivated to follow whatever rehab prescription that you give.   
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Physiotherapist 
 
So you work for [sport removed]? 
 
Yes, I’m employed by [sport removed] so I look after [sport removed] and [sport 
removed] because they are slightly different. [Sport removed] competes as England, 
Scotland and Wales in a four year Olympiad. Two and a half years is England, 
Scotland and Wales and GB only get together in the eighteen months leading up to the 
Olympics. Up until recently they are trying to change things so that there is a GB 
programme for the four years just because if you want to have a team that has only 
been together for eighteen months, how do you think you can compete on a world 
circuit when some of the teams have been together forever? It is different in [sport 
removed] and not different good, different not good. 
 
Has that always been the case? 
 
Yeah, it has always been like that and to qualify for an Olympics it’s the three areas 
England, Scotland and Wales have to nominate a flagship country and they are the 
ones that qualify Great Britain for the Olympics. England at the moment qualify Great 
Britain. I mean England are the highest ranked of the three governing bodies purely 
because they have more money and they have a bigger athlete population so their 
team is more successful.  
 
And where is your job based? 
 
All of the formal [sport removed] officers are down in [location removed], the 
performance side i.e. the international side is at [location removed]. 
 
How did you get your job initially? 
 
I applied for it. It was advertised and I applied for it. I have been there since 2001. I 
did ten years in the NHS and whilst I was in the NHS I worked through junior grades, 
senior one grades, senior two grades and at the same time I worked in sport. I worked 
at a local rugby team and that was part of the time and I also started to do some work 
for the British Universities Sports Association so I have covered some of their jobs 
and I was lucky enough to go to the World University Games. The NHS at that time 
had a sort of ceiling on clinical posts, so once you got to a certain grade you either 
stayed there or you went into management. It’s different now and you can go higher 
up but at the time – sort of ten or eleven years ago – I was at the clinical highest that I 
could go and I tried, I did a sabbatical for somebody doing a managerial post and 
there wasn’t really anywhere I could go so I actually went and worked for the BOA 
and it was the British Olympic Medical Centre which is now the Olympic Medical 
Institute and I was lucky enough and I went to the Olympics as one of the staff and I 
got talking to a physio out there and she said ‘oh you do realise that there is a [sport 
removed] job coming up?’ They had started to employ their physios full-time. And I 
wasn’t ready to leave, I really enjoyed working for the BOMC, I liked the work and it 
wasn’t something that I was looking to do and then the job came up and I thought 
hmmn, I’m not sure how often jobs like this come up so I applied and got the job. 
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Did you experience any kind of formal or informal interview? 
 
Oh yes, I had put the application in and then I had an interview. I went up to [location 
removed]. 
 
Was that a panel of people interviewing you? 
 
Yes, there was, erm, [sport removed] employ two physios so on the interview panel 
there was the performance director, there was also the person that was already 
employed as one of their physios on the panel and strangely enough, the person whose 
job I was applying for was on the panel as well, which I thought was unusual. Then 
they had another person, [name removed] as an external. She was involved in [sport 
removed] but externally so she was like the external auditor to check that there wasn’t 
any favouritism or anything like that. So it was a panel of four.   
 
Is that an unusual or usual experience? Having this sort of interview? 
 
I thought at the time it was quite unusual because there were very few governing 
bodies that were employing their own staff and a lot of it was not of formal 
employment, it was you knew somebody who worked for them, you were interested 
and you said is there any chance of me shadowing you or helping out. That was the 
way it used to be. But obviously on the flip side you (inaudible 4.40). So at the time it 
was but nowadays it is not so unusual. Jobs in sport are more formalised and they go 
along the same career, you know the same recruitment process. That’s not to say that 
there aren’t some people headhunted. There are people headhunted but that happens 
in any industry anyway. So at the time yes but possibly not now. It’s not quite so 
much, there is still a certain amount of if you’re interested in working in a certain 
sport you approach the physio that rears up the physios and you can get in but, I look 
after – apart from my clinical job – is that I manage all of the physios that look after 
the [sport removed] and we have certainly developed over the last five years a better 
and a bit more robust recruitment. So it’s not just somebody’s mate saying ‘I think I 
would like to have a go so can I do it’ we do try and interview them but interview 
them on the phone. I don’t get them to come down but I interview them on the phone 
and they have to send in their CV and what we have also started doing because we 
have been bitten in the bum before and somebody looks ok and I meet them and they 
look ok and then when it comes down to it they are not up to the job. So what we do 
now is if anybody was interested we offer them five day shadowing with an already 
employed physio. They don’t get paid for the job but if they had to stay here we 
would obviously pay for their accommodation. We don’t pay for their travel but they 
do the five days and then if everybody is agreed, so all of the people that they have 
shadowed gave a report and said the good and the bad bits then if they are going to go 
on our books so-to-speak then they can claim all of their travel back. If they are not 
good enough then they are given a thanks but no thank you. So we have done that. I 
mean the difficulty is trying to get people to shadow and do that at the most 
convenient time for them. Whereas we do a lot of camps, not many of them are at the 
weekends so a lot of them are mid-week because a lot of the players are sixteen up to 
eighteen so a lot of the camps have to be done in half-term holidays or the Easter 
holidays just to fit around school. So it’s a job to get the shadowing done but certainly 
the ones that have done it we have got some good people on and there’s a couple 
going through the process and again I think they are going to be good as well. I think 
also, it is good for the person who is going to do it because it’s like anything, you 
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think it is very glamorous and luxurious when you are travelling away and looking 
after international teams but some people when it comes down to it just don’t like it or 
it’s not what they thought. So at least doing five days of shadowing gives them an 
insight into what they are letting themselves in for and also allows us and the other 
guys to see if they are going to fit in with the team and the team of athletes and the 
team of physios. 
 
Do you think it is more or less difficult to get into sports medicine or sports 
physiotherapy now from when you left the NHS perhaps? 
 
I think it’s different. This may sound really old fashioned and I’m sure that lots of 
people who have been qualified for as long as I have would think I was preaching but 
when I wanted to get into sport again I was a bit lucky and I knew somebody at the 
sports club removed] looking for a physio for the second team. I had worked in a 
netball team because my sport was netball and when I qualified my old netball coach 
had asked if I would be interested in working for the team that she coached for, so I 
have done that sort of thing. But I was lucky to have known people and I did training 
sessions on a Tuesday and a Thursday night, I did matches home and away on the 
Saturday and didn’t actually get paid for it. Yes I got my travel paid for and 
everything was provided by the club but you know, we stood on a muddy pitch most 
weekends for the love of it really. My general feeling about physios that are coming 
out of university now is that they are not prepared to do that, they are definitely not 
prepared to do it without payment. I don’t know if they are cutting off their nose to 
spite their face I don’t know because it’s swings and roundabouts and to get the good, 
high qualified jobs or to work for the institutes you need experience. To get the 
experience you unfortunately have to put yourself out still. A lot of people these days 
are saying well I work in sports injuries but they work in a clinic situation – which is 
good and you do get some really good experience – but it is not the same as running 
on a pitch and trying to assess a sprained ankle when the athlete is saying ‘I’m going 
back on, I’m going back on’ and you’re looking at it and thinking it could be broken 
and the coach is saying ‘I want him on I want him on’ so you know it’s different. 
They are both valuable experiences but one doesn’t prepare you for the other and vice 
versa. So it’s probably a roundabout way of saying it’s different but I don’t know if it 
is easier or harder. There are definitely more jobs available for people to apply for that 
are purely sports, one hundred times more then when I was sort of four or five years 
post qualified when they were very few and far between and what there were tended 
to be in professional sport in the football teams or the cricket teams. Obviously there 
wasn’t rugby club jobs either because it was pre-professionaliation but there was 
sometimes a few rugby league jobs. 
 
I’m particularly interested in the growing professionalistation of sports medicine 
per se and some of the tensions that have occurred during the emergence of 
sports medicine as a specialty and the emergence of new qualifications 
specifically designed for graduates to be qualified in the treatment of sports 
injuries. 
 
Ah, now you are opening a huge can of worms! A huge can of worms! There are 
courses and there are courses designed and they are courses that are advertised as able 
to get you into sports medicine and the two common courses are sports rehabilitation 
so there is one at Saint Mary’s at Strawberry hill, Salford have got one, I think 
Middlesbrough have got one and I’m sure there are more but they are the ones I 
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know. They say that you can work in sports medicine. There are other courses that are 
not necessarily degree level but they range from anything from two weekends a 
month for six months to a six week course that then say that you are a sports therapist. 
So there are two other professions out there that claim that they are specialists in 
sports medicine and that they are better than chartered physios. That’s the marketing 
thing. Part of their problem I that they have a very restricted scope of practice. So they 
don’t have the knowledge, the basic knowledge of some of the neuro-anatomy they 
don’t have the skills in paediatrics, care of the elderly, neurology, chests, where ok 
you know I don’t treat chests very often and I loathed it when I was a junior, I hated 
working on chest wards and I hated sputum but I know what a good chest sounds like 
and I also know if someone has got pneumonia what it sounds like if somebody is 
wheezing. You know, do away with the squad you have to deal with them, especially 
if the doctors aren’t around. We have a medical officer, a person called [name 
removed] who is on a retainer from [sport removed] and s/he does a lot of the big 
important trips or if we are going to a country where the medicine provision isn’t 
fantastic like Pakistan or India or China, places like that where medicine isn’t 
fantastic and s/he will come but the majority of the time you tend to be the only 
medical person there. So you have to know things like what a bad chest sounds like. 
You can’t prescribe medicine but at least you know if they are on ventalin, to increase 
your ventilin inhalers or let’s give [the doctor] a ring and see if they need some 
medication. There are big gaps that people that just train in sports medicine and think 
they are experts in aren’t aware of and because they are not aware of it they miss lots 
of things. Neurology, strokes, human movement; they are all part of rehabilitation. 
There is a lot of cross-over and they don’t have that experience. It’s almost like they 
think they have a God given right to be able to do this and that is unfortunately as well 
as these sports therapists or sports rehabilitators also some physios who are chartered. 
They don’t put in the ground work. There is a dyer situation within the NHS with 
junior jobs at the moment anyway. A friend of mine works in academia and she said 
you are only getting 30% of the graduates that actually get relevant jobs. Sixty per 
cent don’t get jobs and then if they don’t get a job within six months then actually a 
lot of people will say well I’ll hang onto that job because a new set of graduates will 
come out in a months time. It’s desperate and it wasn’t something that I experienced 
when I qualified. I was offered several jobs that I applied for and then I started where 
I did and there were fourteen of us that had started within two months of each other. 
You know, we had masses of new jobs but that is just not the case at the moment.  
 
Why do you think it has changed? 
 
There is two reasons really. One: rather than the career structure being bottom heavy 
so lots of junior jobs with less senior staff, they are actually finding that the junior 
jobs are less economical because they need supervision and some things they can’t 
work on their own doing. So they have actually reduced the number of junior jobs and 
it has become slightly more top heavy. And in what I was saying as well, they have 
developed more specialist jobs. So, when I was in the NHS the grading was junior, 
senior two, senior one and then superintendent four. There were some superintendent 
four jobs where you did half admin and half clinical but that was it. Nowadays there is 
junior, senior one, senior two, there’s extended scope practitioners which are basically 
people who can work alongside doctors in casualty so they extend their clinical 
knowledge and they can be like junior doctors, and then there are consultants. So they 
are a lot more top-heavy as a profession so there are less junior jobs. The other thing 
that happened was because there was at one point a shortage of physios, lots of the 
 342
schools joined together so instead of having two schools that graduated thirty people 
each a year, they joined together and had one school that graduated one hundred and 
twenty. So there was an increase in graduates and a reduction in graduate jobs and it 
happened within a couple of years of each other. This has been happening for a while 
and this is probably the last three or four years that it has been really desperate. There 
are things that are coming in, there are places that are trying to increase junior jobs 
and so they are trying to address it but it was a double-barrelled action to address 
something that was happening at the same time but nobody considered that it would 
actually have a knock-on effect on both of them. So yes, they are desperate for junior 
physios. I have got nephews who are fifteen and because they see me travel so much 
they say oh I want to become a physio and you think you really don’t want to 
encourage them because the people that I know are finding it desperately hard to find 
jobs and there just aren’t the jobs out there. It’s terrible that you spend three or four 
years doing what is a vocational course – of course it is academic but it’s also 
vocational – and then you can’t get a job. If you don’t get a job in a year, you’re 
stuffed. That’s not even including the sports therapists and sports rehabilitators. Some 
people say, rightly or wrongly that failed physiotherapists do sports therapy because 
they don’t need so many qualifications and they don’t need to study quite so much. 
Whether that’s true or not I don’t know. But these people are, the one thing about 
these people that are coming out of their training is a part of their training is about 
promoting themselves and setting up private practices so there’s lots and lots of 
people out there who are promoting themselves as physios because physiotherapist is 
not a protected title; chartered physiotherapist is but physiotherapist isn’t so you can 
call yourself a physio specialising in sport, set up a practice and open your doors and 
people can come in and get treated. One of the things that’s happening is - are you 
aware of the health professions council? 
 
No 
 
Basically, the health professions council is set up to protect the general public. So 
chartered physiotherapists are part of the health professions council and basically it’s 
allied medicine so it’s radiologists, dieticians, physios, technicians all these sorts of 
people who are associated with medicine but are not doctors. It’s old state registration 
and that replaced state registration. So the council that basically polices the health 
professions that work in the NHS and physio is one of them. Sports therapy isn’t and 
sports rehabilitation isn’t. At the moment they are applying to get a health professions 
council accreditation but the battle they have got at the moment is the health 
professions council are saying you look on paper and do exactly the same as a physio 
so why do you want to be acknowledged as an independent thing when you have got 
physios doing your job? So they are in a battle and they are not winning it at the 
moment but they may do in years to come. If they do then they can be involved in the 
NHS; at the moment they can’t because they are not registered but I’m sure there will 
come a day when they will and then you’ve got added to the physiotherapy graduates 
you’ve got all of the sports therapy graduates and you have got all of the sports 
rehabilitation graduates. The one thing about sports therapy is that to be able to call 
themselves a sports therapist the qualifications aren’t standard so there are degree 
courses but there are also as I said six week courses and you can still qualify. That is 
one of their falling blocks as well because if you are a sports therapist you should 
have a certain level of qualifications and you should have done a certain number of 
clinical hours. That’s true for the rehabilitators, that’s true for the chartered physios 
but it’s not true for the sports therapists so again that’s another stumbling block that 
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they have got to sort out before they go to the next step. But yeah we are always, well 
you know they think they are better than chartered physios because they specialise in 
sport and they haven’t done anything that chartered physios have done and have had 
to spend their time and we have wasted our time and that’s what they say. But you 
also come across it in sport. I sat on an interview panel and one of the administrators 
was one of the regional managers was interviewing and he just didn’t appreciate the 
best route to become a good sports physiotherapist is through the NHS and they say 
oh well they are specialised and you just think (interviewee groans). 
 
Do you do any continuing professional development to keep you up-to-date with 
new techniques etc? 
 
Yeah we have to do continuing professional development anyway. 
 
Is that sports related? 
 
It can be. I think it depends on what we are doing and where you are going. Yes I did 
sports specific taping courses but a lot of the skills it doesn’t matter whether they are 
just for Joe Public or they’re a sports person. What you have to be careful of and 
aware of is obviously the sportsperson you take them that much further because they 
have obviously got training to be getting on with. I do still do sports specific stuff but 
a lot more of it is acquiring new skills. For example, acupuncture; I did a post 
graduate acupuncture course, I did a post graduate massage course, and although it 
was a sports massage course you could apply it to the general public as well. 
Functional rehabilitation and things like that, with functional rehabilitation your end 
point is very different for your sportsperson than Joe Bloggs but your steps and what 
you have got to get them to do is similar. It’s just that your end point is a lot more 
stressful than somebody who just needs to go back to work or is a recreational 
footballer and doesn’t train but just plays once a month. 
 
Do you find it difficult to transfer your knowledge to different criteria of 
individuals? 
 
No, no you don’t. Part of the skill that you learn as a physio is that there are a lot of 
transferable skills and every now and then something crops up and you think oh, I saw 
that once on a paediatric ward. 
 
In terms of your sport then, what did you know about it before you got the job? 
 
Hardly anything! (interviewee laughs) I had treated [athletes in the sport] and you can 
break down what they need to do by talking to them and knowing how they are 
training. But the actual sport I knew very little of. What I did have as my advantage 
was I had a lot of experience in sport and I had had a lot of experience working in a 
team situation. So I assume, I don’t know, I assume that the fact that I didn’t know too 
much about [sort removed] wasn’t quite so important as the other skills that I brought 
to the table. I don’t know but yeah I didn’t know too much about it and I’m still 
learning and the learning curve in the first year was vertical. But it’s the same with 
anybody; if you treat somebody that’s not in the sport you know you can still treat 
them because there similar principles  - running is running and stopping is stopping 
and weight lifting is weightlifting – it is just different applications to different sports. I 
would never say I was an expert in everything at all but there are lots of skills that you 
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can transfer to give somebody a good treatment or good management without 
knowing masses and masses and masses about their sport. But yeah I know a lot more 
now but my previous knowledge was minimal.  
 
Do you find that you have to ask the athletes lots of questions? 
 
Oh always yeah. There are some specialised positions in [sport removed] and there 
are specialised skills and although there are certain [skills], certain people do it certain 
ways. There are different ways of performing the same skill. So it’s really knowing 
how that individual executes that skill rather than saying well you do a [skill] like this 
and when you actually watch them they don’t put their feet in the same place as so-
and-so and so-and-so for example. So it is a lot of learning and I’m always learning 
and I’m always asking questions and you stand on the sidelines and you’re like so 
why did the referee do that? And you often don’t have a clue. So you are always 
learning. Then the other thing that is happening that has just started is playing 
international indoor [fixtures]. They used to do it and they used to be very good at it 
but they had never played it since I have been working for them but they have just 
started going back on the international scene. This year, because it was an Olympic 
year, it was the under 21s that played [it] on behalf of England but next year it is 
going to be the senior squad so I will have a huge learning curve because I know 
nothing about [it]. It is a different game as it’s a lower game, a faster game, a closer 
game. 
 
If we can move onto the BOA forum. How did you get your job on the forum? 
 
The forum basically is a group of physios that represent all of the national governing 
bodies. I first sat on it when I worked for the British Olympic medical centre. So there 
was somebody from all of the sports but there was also somebody from the BOMC. 
So I sat on it when I worked there and that was just part of it. It was really to inform 
the physios of the national governing bodies what was going on BOMC, how they 
could access it for their athletes, what facilities were there and it was for that reason 
really. When I left the BOMC and joined [sport removed] the girl that I worked with 
was the rep on the committee. She at the time had been in the job for two or three 
years so she was the rep and I didn’t sit on it. I was her second if she couldn’t make it 
I went on her behalf but I didn’t go very often. Then when she left, I was then the GB 
rep so really it wasn’t an application or anything like that. You have to be nominated 
by a national governing body and the BOA ask for nominations for their physio 
representatives and [sport removed] signed it off for me to represent [it]. That really is 
it.  
 
Is the forum something that is successful? 
 
I think it could be but I don’t think it achieves its potential. I think it could be. I think 
it could be a fantastic forum for exchanging of ideas and also problem solving. 
National governing bodies must have similar problems. You know they have got to 
have similar problems with recruitment, they have got to have similar problems with 
all sorts of things and if someone has got an innovative way of dealing with it or have 
found through trail and error this is what works for them, then it could be a really 
good talk for a national governing body that has got a similar problem. So I think 
potentially, I think it’s great: I think how it has been used is more, a lot of it is and I 
don’t know why, it’s more about information giving which is nice and it is always 
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good to meet people and network but sometimes if you are just being talked at for an 
hour an a half then there are actually better ways to receive that information such as 
emails, newsletters and things like that that are better forums in my opinion. There are 
also things that the BOA insisted that the physios involved in sport try and develop 
such as registers and policies and things like that. So that was part of the role of the 
forum as well but it meant that somebody had to volunteer to take on that extra work 
and with everything, some people are better volunteers than others and it tended to be 
more often than not, similar people that volunteered. So it was the same sort of people 
that volunteered and the same sort of people that looked at their shoes when they were 
asking for volunteers. So I think it could be a very good forum but I don’t think it has 
achieved that. But again the things applied it’s got to be, and it’s easy to say, a good 
exchange of ideas but there are some governing bodies who don’t want to tell people 
their ideas. I don’t mean that nastily but they keep it to themselves because it works 
for them and they don’t want other people to use their idea because it’s their idea. It’s 
difficult but there definitely isn’t anything where physios that work, say physios that 
work for [sport removed] we do CPD together and we have a meeting once a year and 
again that is just an information giving but it is for me to give them the information 
that they need, the changes and also to discuss the best way that we are going to 
deliver this age group for example and it’s things like that. Most governing bodies do 
that but there is probably not a forum or environment for physios who are leading 
their national governing bodies to exchange ideas. That’s the best way that I think it 
could be used but it’s just not and we haven’t had one for a while and the last one we 
had was probably the beginning of last year. There was one scheduled for June or July 
but that got cancelled because there were only four of us that were going to be able to 
attend so rather than four of us making the effort they decided to cancel it. There’s not 
been one since and I don’t know if there are plans for it to continue as I’m not privy to 
that sort of information.  
 
It has had a new chair recently. Do you think that may be why it hasn’t been as 
well organised of late? 
 
I think there are two things. The chair or the lead changed but also, the group became 
less powerful. The BOA gave quite a reasonable amount of power and it used to be 
called the committee so when it was a committee we could decide on things, we could 
develop policies but the BOA then said that they didn’t want that group to do that and 
they just wanted it to be a group that met. So, the chairs changed and also the role had 
changed and I don’t think it has quite got it back together. It’s easy for me to say yes I 
think it would be a great exchange of information but again, if people are going to 
discuss something you have actually got to prepare it. People on top of busy lives 
doing other things like families and travelling lots and sometimes it just doesn’t work. 
It could be a forum to bring people in and say this is how things are done in other 
countries, but I don’t really want to know what is done in Australia, I think we do a 
pretty good job ourselves and I don’t think we need to shadow what the Australians 
do but a lot of people think that we do. 
 
On a day-to-day level, how often would you see the athletes from your sport?  
 
At the moment it is probably easier to explain my week-week. My clinical workload 
is the men’s team and at the moment we are training at camp Thursday, Friday and 
Saturday. So we have camp training all day Thursday, Friday and Saturday and the 
team stay at [location removed] or stay wherever the camp is. Most of them are at 
 346
[location removed], some of them are at [location removed] and we have got a couple 
down in [location removed] and we all stay together. So there is training twice a day, 
strength and conditioning and that is obviously when I see and treat all of the athletes. 
I am pitch side when they are on the pitch, I’m weight side when they are in the 
weights room and obviously I treat them all so that is a massive contact time. On top 
of that, the men are more or less divided into three main sites that they access their 
strength and conditioning and their rehabilitation from. There is a big group of them 
that train out of [location removed], there is a moderate group of them that train from 
out of [location removed] and there is a small group that train at [location removed] 
and I think there are five there. Basically, they have between finishing the camp on 
Saturday evening through to starting the camp the following Thursday, they have 
certain other training sessions that they have to complete. They are not [sport 
specific], they are physical based such as weights or running. So they are given a 
programme on Monday and Sunday is a rest day for them, Monday is a weights 
session, Tuesday will be a running session, Wednesday they have to do an active 
recovery session in preparation for Thursday. So that’s their plan so from my point of 
view if I’m at [location removed] on a Monday I will come into contact with all of 
those athletes because they come in to do their weights. The running they can do on 
their own but the weights are supervised. So the [location removed] lot come into 
[training] to be supervised on the Monday and the [location removed] lot go into the 
palace of arts there to have their weights supervised by [location removed]. So what I 
tend to do is come into [location removed] on a Monday so that means I can catch up 
with anybody who needs treating between camps. I can catch up with athletes with 
injuries that need sorting and it means that I am in the office. So my week is usually 
Monday at [location removed]. It is usually a long night because I often wait until 
some of them finish their weights which is six o clock and it’s usually no later than 
seven. So Monday I am [there] and it’s a combination of meetings with people I need 
to catch up with through the EIS or with hockey, clinical work and then just 
administration. Tuesday and Wednesday are usually interchangeable. One of the days 
I work from home and one of the days I will usually have off. So yesterday I had the 
day off and today is my work from home. Work from home means usually, if I have 
got meetings in [location removed] I will do it then because I live in [location 
removed] and it’s easier for me to get to them. So if I have got meetings or if I have 
got to go to UK Sport or something, I tend to do it on a Wednesday. That’s usually 
my week. Obviously if somebody needs to be treated everyday then as it stands at the 
moment, the Tuesday and Wednesday I can arrange for the EIS physios to look after 
the athletes in those two days and I will catch up with them on Thursday. Obviously if 
there was no EIS athletes then I would go into [location removed] but that is unusual. 
The [other athletes] get all of their treatment [locally] and I just liaise with the physios 
that treat them. We use a system called injury zone which is web based notes so we 
can access all of their notes. Except [location removed] actually, [they] don’t seem to 
use it so I have to talk to the physios. There are one or two that use it but [they have] a 
slightly different way of sorting out physios. They have lots of physios that they use 
but are based in private practices and are sort of consulted out to them that the athletes 
use but because they are not employed by the [organisation removed], they can’t 
access injury zone. I mean it works well for the athletes but the transfer of information 
is not so good. But they are very good physios and they will always ring and say ‘oh I 
saw so-and-so this week, he is fine and I have done this, this and this. Check him if 
you want but he should be fine’. So I sort of manage the injuries that are in [other 
locations] and I tend to deliver the injury treatment for the [location removed] boys.  
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Do you think there are implications for an athlete’s continuity of care given that 
the EIS athletes tend to go to the EIS and others go elsewhere. I have got an 
impression that it is geographically limited? 
 
In [this sport] [name removed] is my head coach and he made a statement that all of 
the treatment that the senior men’s team get has to either be by me or by an EIS 
physio. So even though they are privately insured he doesn’t want them using their 
club physios and he doesn’t want them using private physios. Basically, they tend to 
use the EIS physios or the SIS physios where they train. Where they train is 
geographically the nearest spot and thankfully for [our sport] we don’t have 
many...erm, yes, certainly for us, the furthest afield athlete that uses [us] is a lad based 
in [location removed] so he comes up to use [our facilities]. A couple are based in 
[location removed] or work there but most of them live not that far. I think the top is 
an hour, the very very top is an hour and most of them are within about half an hour. 
For [other athletes]; there is one lad that lives in [location removed] and he 
occasionally uses [location removed] which is very near to him but more often than 
not he trains with others as it is easier to train in a group so he will go into [location 
removed]. If he needs anything he will make sure he has got his massage or his physio 
booked. So we don’t tend to use, and it is not a derogatory term, many rogue physios. 
It tends to be the EIS physios and they tend to have certain ones that they prefer. 
There are also ones that I prefer them using.  
 
Do athletes ever treatment shop? 
 
Oh they do, they do try and say ‘oh well so-and-so said’ and you just say no they 
didn’t I have spoken to them do you think I’m stupid?! And they do try it and some of 
these boys that are in the GB squad I have known as they were in the under 21s when 
I first started in 2001. They have known me for a long time and they know me as well. 
If somebody really wanted to pull the wool over your eyes they could but you would 
like to hope that you have got a good enough relationship and if they are not happy 
with something, if they don’t like the physio or they don’t like you treating them then 
they will actually say something and say ‘look, I don’t like you treating me can I have 
somebody else?’ And that’s fine; yeah you don’t like to be told that you are rubbish 
but they can if they want. There were instances when people were going off and 
getting treatment but really it did bite them in the bum a big because they come to 
camps and you say what treatments have you had and they will say oh this and this 
and then you say oh and did you go to the EIS for that and they say no. Then you say 
why didn’t you and they go oh well I went to see so-and-so. That’s fine ok and you 
say and what did they do and are you any better? And they usually say no not really. 
Well if they had told me we could have organised a scan or going to see the doctor 
and rather than them sitting on the sideline in this camp because they can’t run they 
could have been further down the line. I’m not telling them off although I do forget 
sometimes that they are grown men and they are not children. You do have to let them 
make their own decisions. The head coach and the assistant coaches all have a really 
good attitude towards injuries and if somebody is injured and they are doing the right 
things and they have to miss training then such is life and such is elite sport. We don’t 
have problems with people hiding injuries or not letting people know or coming to me 
and saying they don’t want [the coach] to know. We don’t have that problem and we 
never really have in this group. There have been problems in other groups and what it 
boils down to is the coaches having poor opinions of injuries and saying to athletes 
that they have done injuries on purpose. [The coach] has a great, great relationship 
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with them and he has got a good attitude towards injuries and if I say look [name 
removed] I don’t think he should be playing it’s ok. We don’t have problems. We 
could, but we don’t.  
 
I wanted to get a feel for the advice that you give away from competition and in 
competition.  I’m interested to know whether the kinds of pressures that are 
associated with a competition such as the Olympics encouraged you to take more 
risks with an athlete’s health or injury? 
 
I think that is exactly right. At the moment we have got four that have got [injury 
information removed] problems and some of them are more severe than others. Some 
of them it is coming from their backs and some of them it is just a local problem. Now 
we are in a training phase at the moment and it is a heavy training phase where they 
are being asked to do a huge amount of work [on their own]. I know that if they 
continue doing that they are going to be no good for the [sport removed] so I tend to 
err on the side of caution and I will tell them if this was the Olympic final then we 
would strap you up, give you some tablets and put you on. But we are not yet and if 
you look at the bigger picture we have got however many weeks before selection 
because that’s our next biggest thing, and if it is selection we have so many weeks 
before this you don’t want between now and then not to be able to train at all between 
then because we have kept you ticking over. So you do deal with things differently 
and there are always some things that you would not let on the pitch if it was an 
Olympic final because it is detrimental. If somebody had a fracture that was going to 
cause them problems then there are still things that you think well no.  
 
What are your relationships like with the doctors? 
 
Well we have got [name removed] and s/he is our medical officer and then s/he 
organises...s/he doesn’t do everything because s/he physically can’t but we have 
doctors that come on tours with us. Most of the doctors are well experienced and if 
they aren’t so much in [sport removed] then in other sports and again there are 
transferable skills. Yeah we work as a team. They come in and physio wise we 
usually treat in my room so I usually get a big room as a physio room set up there. So 
they’ll [doctors] will come in and they will treat with me or if they have to do 
something else or if I have got an issue they will come and see it at a certain time. So 
yeah a very good relationship but I don’t tolerate fools. That is part of my problem 
and perhaps I should be a bit more patient. Sometimes you think I can’t be done with 
this. 
 
If an athlete has an injury, is it a negotiation between athlete, coach, physio and 
doctor about best practice? 
 
Sometimes but not always as sometimes it is quite clear cut. Yeah sometimes it is 
very clear cut. 
 
Who will make that final decision then? 
 
Say if I saw somebody without a doctor because s/he was doing something else, I 
would then talk to the athlete and say I think that if we did this, this and this and you 
did ok for this amount of time and we got this sorted you would be fine. I will check 
with the doctor and they will give their opinion. Sometimes, especially if they are 
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very experienced and they have been [in the sport] for a long time and they know their 
body well they will say I have just got to get through this match, if I can get through 
this match then I can have six weeks off. How does that feel? And sometimes it is a 
negotiation but it’s usually a talk between me and the athlete first of all then we will 
go to the doctor and tell them what we have discussed and ask him/her what s/he 
thinks and then our opinion will be discussed with the coach. Then again sometimes if 
the athlete doesn’t know what the coach is thinking, for example there is one athlete 
that we have got and every camp I ask the coach what the priority is for this athlete 
because there is only so much training he can do: is it strength and conditioning, is it 
physical? So sometimes you will go to them and you will say to the athlete ‘this week 
he wants you to do all of the hockey stuff this week so we won’t do that, we won’t do 
this but we will do this and this. Is that ok? But obviously you have to consider that if 
you’re not at camp you have to catch up with this and this’ Can you do that?. So it is a 
negotiation and sometimes with just the athlete, in front of the doctor, sometimes with 
the coach. It’s usually as open as it can be and we don’t hide anything from the 
athlete. In the end it’s their decision and there have been a couple of times where I 
have said I didn’t think someone should train on the afternoon and they have said they 
had wanted to. I have said ‘well that’s your decision but is it ok if I let the coach know 
that you are going to train but...’ and they say that’s fine. And yeah sometimes it has 
worked out that they didn’t make the right decision. Sometimes it has worked out that 
they have only managed to do half a session and they have slipped off. So yes, it is a 
negotiation sometimes and sometimes you have to say well ok then train this 
afternoon, I’m going to strap it up and please if it is getting so sore that you can’t bear 
it I would prefer if you came off because you are not going to do yourself any favours.  
 
What about between you and the doctor? 
 
We don’t tend to have...as a general rule we don’t tend to have differing opinions. 
There has been some instances where we have had different opinions but thankfully it 
didn’t actually matter what...we just thought it was different structures but the 
management would have been the same regards to whether it was this structure or that 
structure but it didn’t really matter. I don’t think I have ever had a completely 
different opinion to a doctor and I suppose if that happened we would just have to talk 
about it and say ‘well why do you think it is this? I think it is this because of that and 
that’ and you obviously do that away from an athlete and you don’t have an argument. 
 
You touched on it earlier but how do you feel about athletes’ knowledge of their 
own bodies? 
 
Yes I mean certainly the [athletes in my sport] they are quite intelligent – some are 
not. But they are quite intelligent some of them and they have got very good careers, 
most of them have been to university and have got degrees but that doesn’t mean 
you’re intelligent! So you have got to treat them as they appear and you don’t treat 
them as children because if you don’t tell them the information they are not going to 
be particularly happy. There are some things that they will tell you before you have 
even gone. And they will say oh well it’s a bit like what we had last year so if we do 
what we did last year then it will go. And you have a look and you see that yeah it is 
exactly the same so you do what they already know. 
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Would you say they have more knowledge than Joe Public? 
 
Yes they do have more knowledge and certainly if they have had...two things really: 
them being in elite sport probably means that they will have more injuries than the 
average person and secondly, because they obviously have the facilities to go and see 
people everyday or a couple of times a week because they are in elite sport they know 
what has worked and what hasn’t. Sometimes they do get recurrent injuries and that is 
just part of the sport really. I mean recurrent injuries are getting less and less but if 
somebody gets hurt, they get hurt and there is nothing you can do about that. The 
more you work with them and the more you explain why they do this and why they do 
that...you know a lot of them nowadays if they said they are playing [outside the 
squad] on Sunday they will ring up on Sunday night and say ‘I have got a dead leg so 
I have compressed it and strapped it, I’ve put ice on it so I’ll see you on Tuesday’. 
And you think yeah that is exactly what I would do. So they do have a knowledge. 
There was one athlete who surprisingly he is injured and I had treated his injury but 
we were in South Africa and he was ill and he had never been ill in his life. He had a 
really bad stomach with diahorrea and sickness and he just didn’t know how to 
behave. And it was quite strange because you think this athlete is twenty-seven and 
you would have thought that in his lifetime he would have been sick but he had never 
been sick. It was really quite interesting to see how he coped and he kept saying’ well 
it’s no better today’ and I was like ‘ well you say it is no better today but tell me what 
has happened today’ ‘well you haven’t been sick so that’s good and you haven’t had 
to rush to the bathroom every hour so that’s good, so yes you do still have a bad 
stomach but it is getting better and you have only been taking the tablets for twenty-
four hours’. It is strange and we do get that a little bit with injuries with the younger 
groups with the under 21s but probably by the time they have got to the senior squad 
they have injured several times so they have gone through it all   
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The Background of the Physiotherapy Forum 
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